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PSYCHIATRY, SCIENCE AND STATISTICS—A REVIEW OF CURRENT 
TRENDS* 
BY CARL E. HOPKINS, Ph.D. 


Success in psychiatry, neurology and neurosurgery depends on 
the development of psychiatric science as well as of the basic medi- 
eal, physical and biological sciences, including psychology, anthro- 
pology and sociology. All these are becoming increasingly depend- 
ent on statistical method, the logico-mathematical core of experi- 
mental science. Yet psychiatry has a certain distrust of statistical 
methods. There is the feeling that the human data psychiatry has 
to deal with are so qualitative, so sparse, so greatly subject to spe- 
cial conditions and interpretations that any statistical treatment is 
likely to mislead. Despair is expressed over the identification, let 
alone measurement, of “intangibles.” It is usually not clear whether 
the “intangibles” are things we do not know how to touch, or ta- 
booed objects we should not touch. 

There is, however, an impressive amount of genuine effort to de- 
fine intangibles by observable operations, to measure, and to test 
specific hypotheses both within psychiatry and neurology proper, 
and in the basic biological and social sciences. In order to quantify 
the writer’s personal impressions of current psychiatric science as 
reflected in the literature, he reviewed 193 original articles, ran- 
domly selected from recent issues of four leading journals. (See 
table.) This revealed that 70 per cent of the articles used quanti- 
tative appraisal in some form. Without being overly arbitrary, it 
was possible to identify six general types of articles: 

(1) Retrospective surveys of series or groups of similar cases, 
57 articles, 29 per cent. 

(2) Planned quantitative experiments with some kind of con- 
trol designed to test a hypothesis, 44 articles, 23 per cent. 

(3) Planned investigations without controls, designed merely 
to describe a phenomenon, 29 articles, 15 per cent. 

(4) Individual descriptive case reports, 27 articles, 14 per cent. 

(5) Reviews of literature or discussions of theory, 23 articles, 
12 per cent. 

(6) A few miscellaneous. 


*Read by invitation at the annual meeting of the North Pacific Society of Neurology 
and Psychiatry, Portland, Ore., April 10, 1953. 
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The Nature of Signed Original Articles in Four Psychiatric Journals* 








Statistics used 
Articles Simple 
Type of article No. Percent descriptive Experimental 





Retrospective survey of a group of cases 57 27 3 
Planned quantitative experiment with 

controls 44 20 20 
Planned quantitative experiment with- 

out controls 29 17 
Individual descriptive case reports .... 27 
Review of literature or statement of 


Miscellaneous 





Total 100 65(33%)** 26(13%)** 








*J. Ment. Sci., 97 (1951); Arch. Neurol. and Psychiat., 63 (1950); Am. J. Psychiat., 
107 (July-December 1950) ; Psychosom. Med., 13 (1951). 
**Percentages of total articles. 


Statistical techniques were used in 46 per cent of the articles. 
Simple descriptive statistics (ratios, averages, deviations, graphs) 
were used in 65 articles (33 per cent) and modern hypothesis-test- 
ing statistics (t-test, chi-square, analysis of variance, etc.) were 
used in 26 articles (13 per cent). The more sophisticated methods 
were usually found in the reports of fully-planned experiments. 

Special concern for the precision and safety of his methodology 
is said to be a hallmark of the modern physician.’ In the United 
States and Canada, 67 out of 82 medical schools now offer formal 
instruction in biostatistics as an essential part of the medical cur- 
riculum. The introduction of statistics into the medical milieu is 
rapidly developing a fruitful symbiosis, as statisticians become bet- 
ter acquainted with problems of medicine and medical people be- 
come aware of the statistical issues involved in their work. The 
schools are not attempting to teach statistical procedures, but to 
give a broad appreciation of the basic concepts and tools of scien- 
tific method. Some of these general concepts of special interest to 
psychiatry will be reviewed. 


1. Crear Derrnition oF THEORETIC PROBLEM 


Vague theories cannot be tested by any known methods, and 
facts simply do not speak for themselves. Much contemporary in- 
vestigation suffers from the shotgun approach, with no clear the- 
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ory, no clear-cut hypothesis, no good criterion-variables. Much of 
the fumbling on the psyche-soma problem has been of this sort. 
Numbers of people are collected, tests are administered, and the 
intercorrelations pile up. Then someone asks a statistician “what 
sense can we make of all these data?” The statistician can only 
say that studies commenced vaguely, with much busy work, in hope 
that something of interest may turn up, seldom yield a good return 
on the investment. Examples of how clearly defined theory can 
lead to hypotheses that are testable in complex situations with very 
sparse data may be seen in the studies made possible by the Yale 
Cross-Culture File: Murdock’s analysis of kinship structure,’ 
Ford’s study of obstetrical practices,* Ford and Beach’s study of 
patterns of sexual behavior in the primates* and Horton’s on uses 
of aleohol.® 


2. OPERATIONAL DEFINITION OF VARIABLES 


Until about 1870, clinical body temperature was a physiologic 
“intangible,” to be measured (outside the laboratory) by personal 
methods called the art of medicine. Since then a standard opera- 
tion based on measuring the linear expansion of liquid in a tube 
has given universal equivalence to this item of appraisal. One still 
sees innumerable clinical experiments, however, in which results 
are appraised in such terms as “patient improved,” with no speci- 
fication of the operations by which one decides whether a patient 
is improved or not. Any effort thus to quantify the patient’s 
changing state is of course helpful, however crude the metric. But 
the failure to describe a reproducible operation, by which any com- 
petent observer can decide whether this patient is improved or is 
not, is a serious deficiency in such reports. 


A critical need in psychiatric research, especially in psychother- 
apy, is for standard situations and operations by which one can 
objectively measure a person’s psychiatric state and changes in that 
state. Some psychometric tests afford, quite incidentally to their 
main purpose, opportunity to observe patient behavior in a partly 
uniform situation; and possibly more effort could be made to sys- 
tematize the clinician’s casual observations during test administra- 
tion. First of all, some objective clinical norms are needed for 
signs of mental order as well as disorder. Stunkard® has attempted 
a rating scale based on the judgments (subjective impressions) of 
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physician, nurse and patient. Malamud’ has a rating scale based 
on subjective impressions; but—by specifying in detail the traits 
to be observed—he produces rather high agreement from one phy- 
sician to another. 


Investigators as well as clinicians feel the need for stable, repro- 
ducible diagnostic categories in psychiatry. Ash* had three psy- 
chiatrists examine 52 patients, and found only 5 per cent better 
than chance agreement in the psychiatric diagnoses. Dayton,° in 
his massive statistical study of mental disorders in Massachusetts 
hospitals, concluded that “the only solution was to remove the mat- 
ter of diagnosis from its place of prominence and to make a rather 
general study of all mental disorders considered as one large 
group.” This difficulty will not diminish until ways are found to 
substitute operational definitions of mental! disorders for largely 
verbal and general descriptions.” 

Miller™ has reported several new methods of objectively evaluat- 
ing process and outcome in psychotherapy, such as content analy- 
sis of recorded interviews and rating of protocols as to attitudes 
expressed and behavior. Stephenson’s Q-technique of having the 
patient sort cards with statements about his attitudes, has been 
used successfully by Rogers” to measure the patient’s progress in 
terms of the rapprochement between his concept of himself and his 
ideal for himself. This is crude, but it is operational. 


Vigorous and imaginative application of the operational defini- 
tion and other tools of modern scientific method has brought rapid 
advances in the younger behavioral sciences. Disillusioned with 
their earlier predilection for numbers for numbers’ sake, they have 
turned to sound experimental methods. The monumental studies 
of the American soldier by Stouffer** have demonstrated unsus- 
pected possibilities of exact quantitative study of such ephemeral 
intangibles as attitudes. Leavell has recently summarized “Con- 
tributions of the Social Sciences to the Solution of Health Prob- 
lems” in an excellent New England Journal of Medicine article.“ 


3. THE Quantitative ConTINUUM 


Many phenomena, such as intelligence and neuroticism, are 
viewed as continuous variables that can take many values. “Nor- 
mal” is thought of as the more usual, central or average part of 
the distribution. The abnormal or pathological is seen as an ex- 
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treme, and hence infrequent, deviation from the average of nor- 
mals. This way of thinking is replacing the notion of simple quali- 
tative dichotomies. Its effects on psychiatric nosology are still 
developing. 

The variance of a patient’s response as well as the level, or mean, 
may be significant." Pathologic states are often reflected in greatly 
increased variance (e. g., the bizarre responses in projective tests 
have much greater range than the normals) or in significantly de- 
creased variance (as when the stimulus word is repeated as a re- 
sponse in word-association tests). In interpreting diagnostic tests 
such as the Rorschach, one should be alert to scores that are too 
normal (i. e., hypovariant), as well as to those that are frankly 
bizarre (hypervariant). 

4. Propapiiry Concert or CAUSATION 

Many phenomena are related to multiple rather than single an- 
tecedents. In such problems (e. g., ulcerative colitis following visit 
of mother-in-law), events are dealt with that do not have all-or- 
none relationships as implied in the single-cause-necessary-result 
formulation. Instead, there is an indeterminacy with a statistical 
probability of each of many possible outcomes. This is changing 
the concepts of diagnosis and leading to careful investigation of 
diagnostic methods, including tests, to appraise the probability of 
their leading to wrong diagnoses as well as to right. 

Modern probability mathematics is being applied fruitfully in 
many aspects of theoretical biology to study complex dynamic sys- 
tems. Information theory, borrowed from communications en- 
gineering, is being used as a mathematical tool for study of the hu- 
man nervous system (seen as a communication network) and the 
brain (seen as a computing machine). New electronic gadgets and 
high-speed computing machines are opening up exciting possibili- 
ties of analyzing vast quantities of information from, for instance, 
the auditory cortex of the dog (Tunturi).*° The superior quality 
of the minds of electrophysiologists working in this field of higher 
theory is a guarantee that the impact of these developments on 
neurology and psychiatry is almost certain to be fundamental.?” 


5. Routine Exciusion or Bras AND Estimation or CHANCE EFFECTS 


When a generalization is made such as, “Half of the human 
males have experienced sexual orgasm before the age of seven 
years,” the statistically conscious person routinely requires exclu- 
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sion of built-in bias and requires estimation of the chance effects 
inherent in small samples. The method of obtaining the data should 
insure that this sample was really representative of the human 
male, and not merely pre-adolescent sons of North American col- 
lege professors who volunteered as subjects for investigation. This 
sample was fairly large, 317, but indefinite increase in sample size 
cannot correct for built-in bias. Further, the estimate of 50 per 
cent must be thought of as having an irreducible halo of uncer- 
tainty due to sampling chance amounting to + 5 per cent. If the 
representative sample had been only 10 cases, the sampling halo 
would be + 30 per cent. It would be + 10 per cent for 100 cases.”* 
Samples in medicine in general and in psychiatry are seldom large 
enough to warrant the neglect of this range of uncertainty. 


Psychologists have been worrying over the representativeness 
of their samples of people, and the writer suspects that psychia- 
trists should be similarly concerned, though of course psychiatrists 
don’t worry. There is an unfortunate element of truth in the quip 
by McNemar” that most of what is known about human behavior 
is the psychology of the college sophomore who is taking Psych. I. 
One must wonder how much of psychiatric science is the psychiatry 
of people and how much is the psychiatry of people who come to a 
psychiatrist’s office. 


6. Post hoc INrereNce anp Spurious CoRRELATION 


The fallacy of post hoc ergo propter hoc is tempting in medicine 
and psychiatry and has played a major role in their development 
from prehistoric times. The outsider is often skeptical of the par- 
ticular interpretations made by psychiatrists of the “meaning to 
the patient” of a given act, word or response. The methods of ar- 
riving at these interpretations—without suitable controls and with- 
out exclusion of alternative interpretations—often leave room for 
healthy doubt. Such a blunder is portrayed in D. H. Lawrence’s, 
“Rocking Horse Winner,” when a withdrawn boy, being inter- 
viewed by a psychologist, doodles the word “Ma. . .”. The psy- 
chologist jumps to the conclusion that “mother” is signified and 
builds an interpretation and diagnosis on that assumption. In 
reality the boy was commencing to write the word Malabar, the 
name of the winning horse in a race he was predicting. When an 
analyst reports that the patient (female) dreamed that a man beat 
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her with a stick, what is the experimental warrant for adding the 
interpretation “a common male sex symbol”? A common justifica- 
tion of such interpretations is the pragmatic sanction that they 
“work.” The real question, however is: Do they? The writer has 
a theory that when he pushes the electric light switch, a little blue 
man (Reddy Kilowatt) scampers up inside the wall, across the 
ceiling, into the fixture and lights a candle there. This theory can 
be tested empirically by pushing the switch; and sure enough, the 
light goes on, just as predicted. The difficulty with the interpre- 
tation is its failure to exclude equally plausible alternative ex- 
planations. The man who looked only one way before crossing 
double railroad tracks was hit by the alternative hypothesis and 
did not survive to discover the error of his method. In the dra- 
matic case, in particular, or when one diagnostic finding, or one 
aspect of post-treatment course is outstanding, it is easy to con- 
centrate attention on it and overlook other pertinent factors, the 
alternative hypotheses. It is this type of red-herring error that 
so often leads to the whimsy of the single case report.” For which 
one blushes too late. 


A recent book on the emotions and clinical medicine” has a pref- 
ace by a philosopher, stating safe rules of evidence for inferring 
causal relationships. The common occurrence together of somatic 
complaints and psychic states (or life situations) has led to a whole 
new terminology of psychosomatic medicine, much of which is 
plausible in the extreme. Yet much of the emphasis is on the in- 
genious postulation of causal mechanisms rather than on testing 
causation itself by exclusion of alternative hypotheses, such as 
fortuitous concomitance. Reid” has stated some Koch’s postu- 
lates for the concept of psychogenesis. If we let P stand for some 
prior interpretation in the life history of the person and S stand 
for some symptom or disorder, then S may be called psychogenic 
if the following conditions hold: (1) If P occurs, then S oceurs. 
(Sufficient causal condition.) (2) If P does not occur, then S does 
not occur. (Necessary causal condition.) (3) If P varies, then S 
varies. (Concomitant variation.) One wonders how many of the 
interpretations made in psychiatric interviewing and in exposi- 
tions of psychodynamics, would sustain such a test of validity. 

In evaluating the anamnesis of a single patient it is often im- 
possible to obtain both necessary and sufficient evidence for a sup- 
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posed causal nexus. Thoughtful practitioners, therefore, turn to 
systematic review of series of similar cases, hoping to observe 
enough variations to increase their confidence in the assumption of 
causality. Such epidemiologic methods of testing causal hypo- 
theses have been used in such studies as Ruesch on the duodenal 
ulcer,” Arbous and Kerrich on accident proneness* and Malzberg 
on admissions to New York State mental hospitals,*® but these 
methods at best produce only circumstantial or confirmatory evi- 
dence, seldom a full and ineluctable confession. Long-term longi- 
tudinal studies are needed to fill many gaps in our knowledge of 
normal development and in the development of morbid conditions. 
Here the difficulty is to define the relevant variables to observe. 
The inherent deficiencies of retrospective surveys” make stub- 
born investigators turn to the planned trial for secure knowledge. 


a 


7. THe PLANNED TRIAL AND THE CONTROL 


Controls are becoming popular in medical literature.*”** When 
one injects a drug into a rabbit and measures the before-and-after 
respiration rate it is easily grasped and accepted that a parallel 
control must be run to control against ambiguity of outcome. It is 
not so easy to see that similar considerations apply in psychiatric 
therapy. When a therapist uses a particular method of therapy 
(always a complex of many variables) on a group of apparently 
similar patients and observes improvement, how is he to judge 
whether the improvement is due to the specific elements he views 
as characteristic of his method, or to some other associated vari- 
ables, such as his office nurse, or the sedation he is prescribing, or 
a change of weather, or the stock market reports? And if he com- 
pares this group with some other group treated by a different 
method, how does he decide whether the difference in results is due 
to differences in diagnosis of the patients, or in skill of the ther- 
apist, or in many other variables unavoidably associated with the 
therapy? 

Psychiatrists are accustomed to the deliberate use of suggestion 
and interpersonal relationship as therapeutic agents. They 
should be more than commonly aware of the pharmacology of the 
placebo (as Wolf has put it)*® and provide for control of this com- 
mon artifact in the design of trials. This can be done by the “double 
blind” design, in which a homogeneous group of patients is ran- 
domly subdivided into “treatment” and “placebo” subgroups. Ex- 
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cept for the active ingredient of the treatment, all patients are 
treated alike. To insure this, patients, physicians, nurses and at- 
tendants and the physician who evaluates the results are ignorant 
of which treatment each patient is receiving. This design is not al- 
ways feasible, as when it is vital for the physician to know what 
medication the patient has had; but when it cannot be employed, 
results of otherwise well-controlled trials are likely to be equivocal. 

Some attempts have been made to run real controls in some bio- 
chemical studies of metabolism, pharmacological studies, endocrin- 
ological and physiological studies of metabolism in psychosis 
(Pincus, Hoagland, et al.).** Hinkle’s® studies of life stress in dia- 
betes, and similar psychosomatic investigations have attempted, 
sometimes quite ingeniously, to simulate control groups. As for 
really controlled clinical experiments to test the over-all results of 
the more complicated therapies, such as the many varieties of psy- 
chotherapy, supportive treatment, and psychoanalysis, the writer 
must add his voice to that of Pasamanick,** who says he knows of 
no single instance of a test of psychotherapy with real random con- 
trols. 

It may be objected that ethical considerations restrict the experi- 
mental method in clinical medicine. That is sometimes true, and 
duty to the patient must never be overlooked. Yet, as medicine be- 
comes more precise and complex, with common use of potent drugs 
and irreversible treatment procedures such as tonsillectomy and 
leucotomy, the onlooker may well ask, as did Professor Hill: “Are 
you sure you know where that duty lies?”** It seems sometimes un- 
ethical not to experiment, not to conduct a controlled clinical trial 
so as to obtain definitive answers as early as possible. 


8. FacrortaL Experiment Desicn 


In the simpler physical sciences, the essence of experiment de- 
sign is to hold all other variables constant while variations in a 
single variable are observed. In clinical medicine we simply can- 
not “control” all the relevant variables. The modern experimenter 
does not try to hold all but one or two variables constant, but de- 
signs a factorial experiment in which several variables (e. g., sev- 
eral aspects of behavior) are permitted to vary together in their 
normal relationships. Statistical techniques for analysis of the 
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variance now make it possible fully to exploit the additional infor- 
mation gained from the patterns of interaction among the different 
variables.” 


Psychologists and psychiatrists may object that because their 
material is so complex, only the simplest statistical methods should 
be used—simple ratios, proportions, crude scaling. The statisti- 
cians, however, feel that complex data require complex statistics 
and experiment designs. In the field of diagnostic tests, for in- 
stance, such as the Rorschach and many other personality scales, 
the effort has been to reduce a multidimensional pattern to a sin- 
gle-dimension score. This leads inevitably to the sort of distor- 
tions encountered in projecting a three-dimension world onto a 
two-dimension flat map. If one believes in patterns of constitution, 
personality, behavior, it is needful to stay in multidimension space 
and believe in complex, not simple indices.** An impressive recent 
example of this principle may be seen in the monograph by Strong 
and Tucker describing their vocational interest test for choice of 
specialty in a medical career.” 


* * * 


There are several things the individual practitioner of psychia- 
try can do about science and statistics in psychiatry. 

1. He can be aware of the kinds of difficulties discussed and per- 
haps be gently skeptical of his own deductions and of what he reads 
in his journals. A good motto to remember would be that attrib- 
uted to the fabulous Wilson Mizner: “I respect faith, but it is 
doubt that gets you an education.” Claims should be judged on 
their experimental evidence rather than their plausibility or on 
their conformity with doctrine. 

2. The practitioner of psychiatry might believe that he can de- 
pend for all his knowledge on the findings of specialized research 
workers. If he does, he is leaning on a weak reed, for organized 
research in psychiatry is starving to death for want of ideas, of 
space, of mature, trained personnel and of money. Kubie™ describes 
the curious psychosocial phenomenon whereby there is much popu- 
lar commotion about psychiatry and great lay interest, but no 
money for support of research. Research on hoof-and-mouth dis- 
ease gets 20 times the amount spent on the mental health of man. 
Underinvestment in psychiatric research may be blamed for the 
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fact that “not one of the psychiatric discoveries of the past 50 years 
was made in this country.” 

A starvation diet for psychiatric research makes it all the more 
vital that every practitioner be research-oriented and that the ut- 
most efficiency be employed in research. 

3. If the psychiatrist develops the urge to test his beliefs, he 
can plan the study ahead of, not after data collection. As a clini- 
cian he has access to potentially valuable research material. Leu- 
cotomy, for instance, is a potentially significant instrument of re- 
search. There is need for co-ordinated effort to include full and 
standardized clinical investigation along with clinical work.** Con- 
sultation with a statistician in the planning phases of a study will 
often be helpful and encouraging. 

4. If he develops the urge to publish, he can present as much of 
his basic data as is feasible, and fully describe the experiment de- 
sign, sampling plan and techniques used, so that others may ana- 
lyze his data independently, or perhaps use them for a slightly dif- 
ferent purpose. 

5. He can maintain a research orientation, constantly aware 
that he is doing research and experiments on every patient. Dun- 
bar* has detailed in nontechnical language simple things one can do 
to improve his use of his own experience and to make it available 
for communication to others. Systematic, thoughtful, accurate, 
written recording instead of memory will enable him to review the 
psychodynamics of the interaction, to clarify the techniques he 
uses and the types of patients that respond to each technique. 
Better case histories, showing the psychodynamics in detail, are 
needed to replace the isolated case reports of curiosa, such as, “A 
Case of Pillowphilia.” Planned use of mechanical aids such as 
easy-sorting data cards, uniform recording and coding systems for 
findings and diagnosis, will help to accumulate respectable samples 
of comparable cases over a period of years. Tape recording of an 
interview now and then can serve, not only as a useful record for 
scientific analysis, but also for self-evaluation and teaching of 
technique, and it may be helpful to the patient. 

The main thing is the research orientation—to look at each pa- 
tient as a part of a series of patients with similar complaints, or 
similar constitutions, or similar life situations. 
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6. While scientific knowledge and technology is continually dis- 
placing the “art” of medicine and psychiatry, and laboratory pro- 
cedures are becoming clinical routine, the uncertainties are still 
legion, and the responsibility is fearsome to the man who is aware 
of the limitations of present knowledge. He needs therefore a 
working philosophy that on the one hand urges him to give every 
patient the benefit of the strictest possible tests of his hypotheses 
about diagnosis, prognosis and treatment, and on the other hand 
frees him to fill in the gaps in scientific rationale with the utmost 
in intuitive understandings and undefined skills in human relation- 
ships, always keeping realistically in mind which part of his tech- 
nique is science and which is art. 

Shapiro has stated this position for the clinical psychologist, and 
the writer believes it applies equally to the practising psychiatrist: 
“to talk of the ‘art’ of clinical work as one of its essential charac- 
teristics is to lay oneself open to many dangers . . . It is, of 
course, legitimate to decide to work with a patient on the basis of a 
certain assumption because the patient’s condition urgently de- 
mands action and the . . . psychologist knowingly takes a step into 
the dark. . . . The fact that the applied scientist has often to 
plunge into guesswork and trial and error does not warrant the 
description of his work as being essentially an art, or a matter of 
intuition. The onus still remains with the practitioner to use his 
ingenuity to make his thinking and procedures explicit, so that he 
formulates tests of his hypotheses and increases the efficiency of 
his work and enables others to learn from his failures and suc- 
cesses.’”*° 


University of Oregon Medical School 
3181 S. W. Sam Jackson Park Road 
Portland 1, Oregon. 
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A PRELIMINARY REPORT ON THE USE OF CHLORPROMAZINE 
HYDROCHLORIDE IN A CORRECTIONAL INSTITUTION 
BY RUTH ADDISON, M. D. 


The increasing use of chlorpromazine hydrochloride in the New 
York State hospital system to control excited behavior led the au- 
thor to consider its use in a reformatory type of institution for fe- 
male offenders. Five years experience at Westfield State Farm, 
Bedford Hills, N. Y., has brought, to the author, an awareness of 
the high percentage of mental illness in this population. Fre- 
quently, there are violent, excited episodes which require the use 
of restraint and occasionally transfer to Matteawan State Hos- 
pital. These episodes are usually of short duration and occur in 
individuals in whom schizoid or paranoid features are prominent. 

Before institutionalization, the girls’ relief from increasing ten- 
sion was usually obtained through acting-out behavior in the com- 
munity. Because of the penalties for such behavior at the institu- 
tion, attempts are made by the inmates to exercise more than or- 
dinary self-control. Thus, anxiety and tension build up to alarm- 
ing proportions, and minor episodes tend to release violent reac- 
tions of an assaultive or self-destructive nature. Awareness of the 
ability of chlorpromazine to reduce anxiety and tension without 
clouding the sensorium led to the conclusion that this drug would 
be especially useful in this setting.* 

Twenty-one individuals are reported upon in this communica- 
tion. They are the first to be treated at the institution; the pro- 
gram, however, is continuing. All individuals treated initially were 
chosen on the basis of severe acute or chronic feelings of anxiety 
and tension. As experience broadened, persons with paranoid 
ideation, schizoid individuals and those in whom emotional insta- 
bility was a prominent feature were included. Later still, chlor- 
promazine was tried as an aid to psychotherapy where it was felt 
that severe anxiety was blocking treatment. 

The diagnostic categories included pseudoneurotic schizo- 
phrenias, pseudopsychopathic schizophrenias, schizoid personali- 
ties, and inadequate personalities, as well as acute schizophrenias. 
Nine of those treated had been addicted to narcotics. 

*The author wishes to express gratitude to the Smith, Kline and French Laboratories, 
Philadelphia, for providing the chlorpromazine hydrochloride used in this study. 
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The initial dose varied widely, ranging from 30 mg. to 150 mg. 
Occasionally in the presence of an acute excitement state the par- 
enteral route was used, followed by oral administration. Over the 
period of treatment, doses ranged up to as high as 250 mg. a day, 
with a usual dose of 75 to 150 mg. 

It was found that 16 of the 21 individuals treated did well on 
this dosage schedule. Three cases went on to full-blown psychoses, 
requiring transfer to Matteawan State Hospital. Later, it was felt 
that a higher dosage of the drug might have brought more favor- 
able results with these three patients, since none had received more 
than 200 mg. a day. Two other individuals were thought not to 
have responded favorably to the medication. One girl, Delores M., 
showed no improvement while on medication for 97 days but 
marked improvement approximately six weeks after medication 
had been discontinued. One can only speculate as to whether there 
is a relationship. The second girl who was thought not improved 
refused medication after 19 days because of no apparent benefit. 

Of the 16 girls who improved as a result of treatment, three had 
received chlorpromazine on a short-term basis, as an aid to over- 
coming acute anxiety attacks. When the attacks subsided, all re- 
quested discontinuation of the medication. Two left the institution 
shortly thereafter. The other girl has shown no recurrence of se- 
vere anxiety since stopping treatment. The remaining 13 girls re- 
ceived chlorpromazine over considerable periods, from 54 to 225 
days, in conjunction with psychotherapy. All showed definite im- 
provement, with lessening tension, anxiety, agitation and mental 
confusion. Emotional instability was less marked, ability to han- 
dle stressful situations improved. In some cases ideas of reference 
decreased and greater sociability resulted. Judgment improved 
and, concomitantly, adjustment to the institution, 

Seventeen of these girls have now left the institution. Unfortu- 
nately follow-up studies are inadequate, although some girls have 
maintained personal contact with the writer and appear, thus far, 
to be maintaining an adequate adjustment. Five of the 17 are on 
small maintenance doses. Three girls still at the institution have 
not received chlorpromazine for some time and have maintained 
their improvement. One girl continues on a small maintenance 
dose. 
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No serious adverse reactions were encountered. One patient de- 
veloped nausea and vomiting and had to be taken off the medica- 
tion. Two patients developed transient rashes. Repeated blood 
smears and counts showed no abnormalities; no cases of jaundice 
developed. Tables 1 and 2 show the results as related to duration 
of treatment and to total dosages, and Table 3 shows the individual 
courses. 


Table 1. Length of Treatment as Related to Improvement 





Length of BR Improved Unimproved 





3 
25-100 days 2 
100-300 days 0 





Table 2. Dosages as Related to Improvement 





Approximate 
total dose—gm. Improved Unimproved 





3 
0 
0 
Q* 
0 





*One girl showed marked improvement six weeks after medication was discontinued ; 
the other girl was transferred to Matteawan with an acute psychosis. 


The results of this small series seem to indicate that chloropro- 
mazine is of use in a correctional setting to control inmates in acute 
excited episodes. Its usefulness for this purpose may be enhanced 
as experience as to optimal dosage grows. Its most promising 
usefulness, in the opinion of the author, lies in its ability to facili- 
tate psychotherapy in a group of patients notoriously inaccessible 
to treatment with conventional methods. Rapport is established 
more quickly than without it, patients appear to be less defensive 
in their self-evaluations and to recognize self-defeating behavior 
patterns more easily. The feeling of well-being induced by the drug 
increases self-confidence and makes affirmative attitudes possible. 
The author was struck by the difference in attitude toward psycho- 
therapy shown by the same inmates before and after the adminis- 
tration of chlorpromazine. 
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Final evaluation will have to await larger studies, with longer 
follow-up data. However, there appears to be cause for optimism 
now in an area where pessimism has been the order of the day for 
many years. 


Westfield State Farm 
Bedford Hills, N. Y. 





CHLORPROMAZINE (THORAZINE) FOR MENTAL ILLNESS IN THE 
PRESENCE OF PULMONARY TUBERCULOSIS" 


BY HYMAN PLEASURE, M. D. 
INTRODUCTION 


Chlorpromazine (thorazine) has been shown to be a powerful 
tranquilizing drug, particularly useful in the treatment of anxiety 
symptoms and in the relief of agitation, restlessness and over- 
active behavior in mentally ill patients. It was decided to use it 
in the Edgewood Division of Pilgrim (N. Y.) State Hospital where 
there are over 2,000 tuberculous mentally ill patients. The effects 
of chlorpromazine on tuberculosis had not been reported. This 
subject was investigated and is the basis of this report. 

The effects of intercurrent conditions on tuberculosis are unpre- 
dictable and can be studied only empirically. For example, exces- 
sive sunlight has been shown to be harmful in pulmonary tubercu- 
losis, although ultraviolet light is used as a treatment in other 
forms of tuberculosis. One would predict that thyroid extract and 
the hyperthyroid condition which cause loss of weight, sweating, 
increase in pulse rate, more rapid circulation time and rapid res- 
piration would be harmful to tuberculosis patients who require 
rest; but, on the contrary, a hypothyroid condition is harmful, 
whereas hyperthyroidism is not. Cortisone and ACTH, although 
relieving tuberculosis symptomatology, are distinctly harmful; 
nevertheless, cortisone is now being used in combination with anti- 
tuberculosis drugs in the therapy of tuberculosis. Iodides and 
iodized oils are also considered dangerous, yet iodized oil instilla- 
tion into lungs has been performed repeatedly, even in the presence 
of active tuberculosis, without harm.’ Electric convulsive treat- 
ment has been shown to be relatively safe in the presence of active 
tuberculosis.” 

Because of these unpredictable results, it was felt that chlorpro- 
mazine had to be investigated by clinical experiment before it could 
be freely used in patients with active tuberculosis. Moreover, 
there were some reasons to suspect that it might be dangerous: It 
has been reported to cause jaundice, and the influence of impaired 


*Presented at the Down-State Interhospital Conference of the New York State Depart- 
ment of Mental Hygiene, April 5, 1955. 
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liver function on the production of antibodies in the presence of an 
infectious disease might be important; it occasionally causes gran- 
ulocytopenia, with its usual effects on resistance to infectious dis- 
ease. Chlorpromazine is a powerful depressant of both divisions 
of the autonomic nervous system which might affect the sympto- 
matology of tuberculosis, as toxic symptoms are manifested 
through the autonomic system—for example, night sweats, tachy- 
cardia, gastro-intestinal symptoms (such as anorexia and diar- 
rhea.) The amount of sputum and its consistency are under the 
influence of the autonomic system and a thin, profuse sputum 
would be distinctly dangerous to a patient with tuberculosis, as it 
tends to cause a spread through the bronchial tree, while a thick 
tenacious sputum would interfere with bronchial drainage. It 
causes unpredictable hypo- and hyperpyrexia. 

Chlorpromazine belongs to the antihistaminie group of drugs; 
and, although supposedly relatively inert as an antihistaminic 
agent, the possibility of influencing the allergic state of the tuber- 
culosis patient could not be overlooked, as the hypersensitivity re- 
action is believed to be an important element in the toxicity of tu- 


berculosis. On the other hand, there was the possibility that, 
through its sedative effect on the emotions, chlorpromazine might 
have a beneficial effect on the tuberculosis patient, who, it has been 
repeatedly shown, is adversely affected during emotional crises.* 


The importance of being able to use thorazine freely for mental 
patients with tuberculosis so that they might have the benefits of 
an effective new therapy for mental disease was the chief interest 
of the author; but the possibility of its usefulness in the manage- 
ment of patients under home or sanatorium treatment for tubercu- 
losis transcends this in importance, because of the vastly greater 
number of patients involved. Anxiety, guilt feelings and depres- 
sion are common symptoms in many serious and chronic illnesses 
but they are particularly important in tuberculosis. Wittkower, 
et al.t have shown a very high percentage of psychological dis- 
orders in a group of tuberculosis patients they studied. When 
they compared patients with favorable courses in their tuberculosis 
with those who had unfavorable courses, they found that unfavor- 
able courses were significantly correlated with the presence of psy- 
chological complaints, manifested by spells of acute anxiety, pho- 
bias, guilt feelings, depression, and so on. Pent-up anxiety is dis- 
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charged through general restlessness, excessive and undesirable 
activities in the hospital, and through a compulsive drive to over- 
work after leaving the hospital—as a result of guilt feelings. The 
compulsive drinking of some patients and the signing-out of the 
hospital against advice—which has been reported to occur in 29 
per cent of patients in tuberculosis hospitals—usually result from 
anxiety. A good deal of the apparently irrational behavior of his 
patients—which amazes the tuberculosis specialist in its obvious 
self-damaging results—is readily understood by the psychiatrist 
as being caused by the need for punishment. Progressive tubercu- 
losis hospitals have staff psychiatrists for the treatment of such 
patients, and one can readily see the usefulness of a drug like thor- 
azine in periods of emotional stress, if it proves to be harmless to 
the tuberculosis patient. 


METHOD 


Fifty-seven patients were selected for this experiment on the 
basis of the following criteria: 

A. All had active pulmonary tuberculosis and were receiving 
antituberculosis drugs. Forty-five were receiving streptomycin 
and isoniazid; 10 were receiving streptomycin and PAS; and two 
were receiving all three drugs, streptomycin, isoniazid and PAS 
(practically all patients with active tuberculosis are treated with 
antituberculosis drugs today). 

B. All were disturbed mental patients: anxious, depressed, 
overactive, assaultive, or suicidal. 

C. Nearly all were old chronic schizophrenics and most of them 
had received various forms of shock treatment (mostly ECT). The 
actual diagnoses were: schizophrenics, 49; seniles, 2; epileptics, 2; 
general paretics, 2; and manic-depressives, 2. Two were postlobot- 
omy patients. 

Patients were not moved from their wards when the treatment 
was started. A special effort was made to avoid changing the han- 
dling of the patient aside from the administration of chlorpro- 
mazine or placebos. The patients were all randomized as follows: 
Where a ward had only one suitable patient, he was placed on chlor- 
promazine; where there were more, one—randomly selected— 
received chlorpromazine, a second a placebo, a third chlorproma- 
zine, and so on. By this randomization, 32 patients received chlor- 
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promazine and 25 received placebos. Neither the patients, the ward 
personnel nor the ward physicians were told which ones received 
the placebos* which looked exactly like the thorazine. This so-called 
“double blind” method proved impossible at times, however, as it 
was difficult to disguise the administration of chlorpromazine from 
physicians and ward personnel because of the frequent side effects 
of the drug and their absence with the placebos. In the placebo 
group there were 11 males and 14 females; the group receiving 
thorazine was equally divided between males and females. The 
experiment continued from November 28, 1954 to March 28, 1955. 

Dosage varied from 100 mg. per day to 1,800 mg. per day. Nearly 
all patients received at least 600 mg. per day at some time during 
the course; about one-third received 900 mg. or more per day at 
some time during it. (This high dosage is not always needed, even 
in schizophrenics, but was purposely employed for this experi- 
ment.) 

Blood pressure was taken daily at first; later every two weeks. 
A complete blood count was done twice a month during the first 
two months. There was close clinical observation; and the usual 


temperature, pulse and respiration check was done for symptoma- 
tology of tuberculosis. X-rays of the chest were taken at the start 
and then every two months during the test. These x-rays were all 
read by the author; and, at the time they were read, it was not 
usually known which patients were receiving the placebos and 
which the drug, as all the films in both groups were marked “thora- 
zine experiment.” 


RESULTS AND OBSERVATIONS 
I. Effects on Tuberculosis 
A. Clinical Symptoms 


There was no difference between the two groups in the toxic 
symptoms of tuberculosis. Only a few of the patients had any 
toxic symptoms at the start of the treatment, because they had all 
been under treatment with antituberculosis drugs for periods vary- 
ing from three months to two years. There was no noticeable in- 
crease or decrease in symptoms in this group except for tachy- 
cardia. Tachycardia was not considered to be a symptom of tox- 


*Provided by Smith, Kline and French Laboratories. 
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icity from the tuberculosis, as it was unrelated to any x-ray evi- 
dences of spread. It appeared to be a side effect of thorazine and 
occurred at some time in more than one-half of the patients receiv- 
ing thorazine; it did not occur in patients receiving placebos. 
Tachycardia did not disappear when dosage was reduced—in some 
cases to as low as 100 mg. per day—but disappeared as soon as the 
drug was discontinued. This was done in only two cases because 
of unpleasant symptoms from the tachycardia. 


B. X-rays 


Comparison of x-rays in the two groups failed to show any sig- 
nificant differences: 





X-ray changes Treated with thorazine Placebos 





Improved 1: 
Much improved 
Unchanged 1 


Total 32 








C. Changes in Weight 

Weight gain in patients with tuberculosis is a significant sign of 
improvement unless the patient is overweight at the beginning. 
There was an obvious difference in the amount of weight gained 
in the two groups, although both groups were receiving antituber- 
culosis drugs and were gaining weight before thorazine was 
started. The average weight gain in the thorazine group was 12 
pounds in four months; seven patients gained 20 pounds; and three 
gained 30 pounds or more. The average gain in the placebo group 
was 4.2 pounds for the four months and the highest gain by any 
placebo patient was 14 pounds. This weight gain was not corre- 
lated with the appearance of edema (as is noted in the following) 
but appeared to be related to an increase in appetite and improved 
mental condition. 


II. Other Observations 
A. Psychological Results 


Although a prognostically poor group of patients is dealt with 
in this experiment, there were improvements noted in both groups. 
Many of the patients in the placebo group were reported by the 
ward attendants and the ward physicians, who were not aware 
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which drug the patients were receiving, as showing improvement. 
One of the best psychiatric results occurred in a patient who re- 
ceived placebos and who relapsed for a few days when the placebos 
were withdrawn. During the experiment, three patients were re- 
leased from the hospital as much improved; two were in the con- 
trol group and one in the treated group. The one patient treated 
with chlorpromazine who was released had a manic-depressive psy- 
chosis, manic type. Of the two patients in the control group re- 
leased during the experiment, one had dementia precox, paranoid 
type, and had been in the hospital for 27 months. However, she had 
had several previous admissions and had shown an ability to have 
recoveries and relapses, spontaneously or after ECT. The second 
patient was one with involutional psychosis, paranoid type, who 
had failed to respond to 61 electric shock treatments completed two 
months before the experiment was started. Some patients receiv- 
ing chlorpromazine failed to show any improvement on doses as 
high as 1,800 mg. per day, although all patients receiving it showed 
some physical evidences of the drug, such as fainting (postural hy- 
potension), facial flushing, dry mouth, constipation, sleepiness, re- 
duced muscular activity, and fatigue. The number of improved 
and much improved patients* in the treated group was significantly 
greater than of those in the placebo group: treated group improved 
and much improved, 68 per cent; control group improved and much 
improved, 32 per cent. (The difference in results between the two 
groups is significant, as it is more than twice—actually nearly three 
times—the standard error.) 

It is noteworthy that after this four-month period was over, 12 
of the placebo group were put on chlorpromazine for two months. 
Three showed marked improvement (none of these had improved 
on placebos), five showed some improvement (three had shown 
some improvement on placebos) and four failed to improve (all 
four had also failed to improve on the placebos). 


B. Side Effects 
The side effects were more numerous on the high dosages used 
in this experiment than are usually reported. Few of these side 


*A patient was considered improved if he showed symptomatic improvement and 
seemed emotionally somewhat tranquilized. A patient was considered much improved if 
he showed marked alleviation of symptoms and complete or nearly complete disappear- 
ance of painful affect. 
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effects were considered significant, and nearly all of them disap- 
peared when the dosage was reduced. 

1. There were two deaths in the thorazine group and none in 
the placebo group. One death occurred shortly after starting the 
drug in a 70-year-old senile patient with advanced tuberculosis, 
whose dosage never exceeded 100 mg., t.i.d. His death was ap- 
parently unrelated to the treatment and occurred after a severe 
hemoptysis. The second death occurred in a man of 51 who had 
severe pulmonary emphysema with chronic cor pulmonale, who de- 
veloped a two plus, pitting edema of the legs on 750 mg. of thora- 
zine per day. The dosage was not reduced when the edema ap- 
peared, as the patient was still agitated, anxious and restless be- 
cause of unpleasant hallucinations. After 48 hours, he went into 
congestive failure and died of pulmonary heart disease. He had 
previously been able to withstand a prolonged series of ECT. 

2. Several patients showed dependent edema, usually with 
flushed faces which were rounded as if the patients were receiving 
cortisone. This edema did not appear to be related to the dosage 
and persisted in a few cases when the dosage was reduced to 100 
mg. per day. 

3. Tachycardia was a common symptom and was rather annoy- 
ing in some cases. In two patients the drug was discontinued for 
a few days—with relief. 

4, Parkinsonism was extremely prominent: It occurred, in vary- 
ing degree, in 15 of the 32 patients who received chlorpromazine. 
Only a few patients showed a complete picture, including mask-like 
face, slow stiff movements, drooling, pill-rolling tremor, and greasy 
skin and hair; but incomplete pictures were common. They were 
annoying to the patients and their families but readily diminished 
when the dosages were reduced. 

5. Nearly two-thirds of the women (10 of 16) who had thora- 
zine showed lactation. In a few it was rather marked, with swell- 
ing of the breasts, venous engorgement, and large quantities of 
milk readily expressable. In most patients, it was slight, consist- 
ing of a few drops of milk which could be expressed. However, a 
few drops of milk could be expressed from one of the control pa- 
tients and from one of 10 patients selected at random and not in 
the experiment. None of the patients was pregnant. 
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6. One patient in the experiment developed jaundice. This pa- 
tient, however, received placebos and did not receive thorazine. 
During the experiment, the hospital ward where the jaundiced pa- 
tient lived had a mild epidemic of infectious hepatitis; one won- 
ders whether a proportion of the jaundiced patients treated with 
thorazine, particularly those receiving injections, may have had 
homologous serum jaundice or infectious hepatitis. Jaundice 
caused by thorazine is reported as being of the obstructional type 
with normal flocculation tests and negative thymol turbidity. Thus 
liver function tests could be used to differentiate the jaundice 
caused by thorazine from other types of painless jaundice. 

7. One patient developed an allergic reaction to thorazine, con- 
sisting of swelling of the face and a weeping eczema of the face and 
hands. It was not benefited by antihistaminic drugs but was alle- 
viated by discontinuation of thorazine, only to recur twice when 
thorazine was restarted and stopped again. 


SUMMARY AND CONCLUSION 


During a period of observation of four months, chlorpromazine 
did not appear to influence the symptomatology or extent of dis- 


ease as shown by x-ray, in 32 patients having active pulmonary tu- 
bereulosis and receiving antituberculosis drugs. They were com- 
pared with 25 patients receiving placebos. Some incidental obser- 
vations concerning the effectiveness of chlorpromazine and the side 
reactions to it are also reported. 


Middletown State Homeopathic Hospital 
Middletown, N. Y. 
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THE FATE OF ONE’S FACE 


With Some Remarks on the Implications of Plastic Surgery 
BY JOOST A. M. MEERLOO, M. D. 


I 


During the past few years, the writer has seen several women 
patients going into psychotherapy who had undergone plastic oper- 
ations upon their faces. Besides their pre-operational complaints 
of bodily inferiority, they complained after operation about a cer- 
tain grief and loss and withdrawal from company, a feeling of de- 
personalization which they could not verbalize well, but which 
gradually became clearer after further psychological exploration. 
Personal experience with cases of this kind has shown so many 
similar elements that when, in clinic or consultation, a patient 
comes for psychotherapy after plastic surgery, the writer can al- 
most predict this schizophrenia-like syndrome. The inner motiva- 
tions of the patients may differ. The mental complaints may be 
part of a deeper schizoid withdrawal, or they may not belong to 
such a deeply-involved mental process, yet, the reaction to the op- 
eration is increased withdrawal. 

In one 25-year-old girl, the result of the beautification, paradoxi- 
cally, nearly became ruinous. She had her nose straightened and, 
after this operation, found herself suddenly courted by young men 
as never before. She came to the writer in a suicidal panic because 
of this new experience of “sexual persecution.” However, she had 
enough logic and sense of the rational to criticize the strange se- 
lective attitude of the boys: “As if the boys were only in love with a 
small nose.” 

This close interrelation of the reaction to one’s own face and 
that of the fantasied or real observer inspired the investigation of 
the deeper psychodynamies of the artificial faces that modern sur- 
gical technique delivers. The writer was particularly stimulated to 
work along this line when he became aware that an epidemic of 
plastic surgery is going on among teen-agers wanting to correct 
prominent “Semitic” (Armenoid) noses—often forced to such op- 
erations by their parents or the example of a beautified friend. The 
surgical euphemism “face-lifting” often covers up the reality of 
cultural or ethnic minority feeling. Recent Dutch publications on 
this subject relate comparable experiences.” * 


JTAN.—1956—c 
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I 
The Face as Expression, as Mask and as Mirror 


The classical “science” of physiognomy attempted to point out 
special characteristics in man’s face as representative of special 
personality traits. Particularly in popular psychology, many books 
are written in which numerous keys are given to the human soul by 
making a merely superficial study of man’s outward appearance 
and facial features. Lavater and Gall,** in the beginning of the 
nineteenth century, tried to present the first systematic basis for 
the varied subjective opinions about man’s face. The difficulty 
with making physiognomy scientific is that it has never been pos- 
sible to express facial variations in measurable symbols. Only the 
recent more systematic explorations regarding the body constitu- 
tion and the relation between body-form and character (Kretsch- 
mer,’ Bohle*) have given a more stable foundation to this science. 
But, as a matter of fact, such research has resulted in the acknowl- 
edgment that there is actually more discrepancy than correlation 
between facial details and human characteristics. This impels one 


to ask why we, on first encounter with other persons, judge them 
by their facial appearance. At every initial encounter, the first 
thing a person observes is the face of the other. Love at first sight 
occurs so frequently among us because the “beloved” very often 
reflects memories of faces from one’s own childhood. Sexual pro- 
logue begins in the face, in the so-varied, mimic gestures express- 
ing the language of yearning. 


That the face is a prime organ of emotional expression is a mat- 
ter of common experience. It is, in particular, the first impression 
of somebody else’s face that makes the most intense emotional ap- 
peal. One recognizes directly gestural and mimetic behavior. By 
the time the person is seen again, that “intuitive” insight is mostly 
lost. Children are in a continual, dialectic relationship with the 
facial expressions of their parents. They observe and read their 
parents’ feelings from their faces, react to them and imitate them. 
This is part of the mostly unconscious mimetic and gestural com- 
munication that continually develops until cultural habit and emo- 
tional repression put an end to it. In general conversation the fa- 
cial expression changes repeatedly, depending on the partner and 
on the language of mutual mimicry.’ 
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Through the face, a person continually appeals for contact with 
his fellow-being or rejects it. “Please communicate with me,” or, 
“Do not approach me.” The communicative value may be fortified 
by special facial decorations: the hairdo, rouge, mascara, lipstick, 
eyeglasses, a clean shave or a special kind of beard. Such aids are 
called upon because the nudity of the face can be a continual source 
of embarrassment. Through the face, one feels exposed and vul- 
nerable. 

In adolescence particularly, one’s facial expression can become a 
subject of anxiety. Many a youth sees the clown in himself, he is 
afraid of the grotesque in his countenance. Unconsciously his odd 
expressions reveal a growing awareness of sexual drives which 
have been latent until now. 

In girls, this awareness is often expressed by what can be con- 
sidered as a fear of the evil eye. The shy maiden does not toler- 
ate the admiring glance cast at her. If she arouses sexual feelings 
in others, God may punish her. She puts on dark glasses and mas- 
culine clothes, not so much because she identifies with men, but be- 
cause she wants to hide behind her blinders. They serve as a tem- 
porary technique for concealment. If she looks beautiful, the curse 
of the evil eye may strike her.’ The envious looks cast toward her 
by other girls may have a magic, poisonous effect on her. 

Facial beauty is ambivalent: It not only attracts and pleases, but 
it exhibits what is taboo, it may invite evil and envy in others. It 
may even invite the feared and yet longed-for incestuous feelings 
in one of the parents. 

Thanks to the work of Szondi’® we know more about the uncon- 
scious motivations for our judgment of faces. It is the observer 
himself who uses the face of the other person as a mirror to ob- 
serve special character qualities within himself. Yet every face 
also reminds us of somebody else we have met before—somebody 
who loved us, somebody who formed us. We try to find something 
of ourselves in the face, and we transfer something of ourselves 
toward the face. In the Szondi test, the different variations be- 
tween antipathy and sympathy for special, selected pictures of 
faces are used to test the character traits of the subject who draws 
conclusions from such facial aspects. Every subject responds un- 
consciously to emotional tension shown in the other fellow’s face. 
He tries, as it were, to recognize himself in the other person. That 
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is the reason why people find their own mental types so easily. 
Here we also touch the problem of our unconscious identification 
with faces remembered from earlier life experiences, our identifi- 
cation with imprinted ideal facial features (parental pictures) and 
with socially accepted facial clichés. These ideal pictures will be 
different in different social groupings, races and cultures. 


However, one’s face does not always express directly the emo- 
tion that is inwardly felt; a face does not always reveal the man 
behind it. That is why facial recognition and mirror effect will 
often fail. Teach a man that his face should only show to others 
what he himself wants to appear to be; and, as a result, his face 
becomes his mask, his facade. The same holds true for verbal ex- 
pression—it expresses and, at the same time, hides. Our faces, 
like our skins, serve as organs of camouflage. Increasing emphasis 
on showmanship in our culture may take the natural mimicry from 
faces. People become more and more accustomed to lying with 
their facial expressions. They want to make the same impressions 
on others that their television hero makes. The writer has met 
children who were starting to wear “T. V. faces.” 

Again, one observes the peculiar and ambiguous function of the 
face. It must express what is in us, it is the organ of initial con- 
tact; yet, it also must serve as a defensive barrier against others 
peeping into us, it must make us less vulnerable to the penetrating 
judgment of others. 

Expression, mirror, mask: Manifold functions are represented 
in the facial appearance. It expresses direct interanimal language, 
swiftly changing in man, not only through the sounds and seman- 
tics of speech but also through the facial changes that speech itself 
causes. In some people, facial expression becomes rigid; others 
try to deny facial features by continually playing the clown; in 
still others, the features remain subtle and mobile, depending on 
inner and outer influences. Because facial features easily change 
from moment to moment, a tremendous variation exists in expres- 
sive potential. Sometimes the writer imagines himself thinking in 
a special facial pattern, when social habit, snapshot-mania, or nar- 
cissism impel it—I must look happy, or kind, or “like a real doc- 
tor.” Sometimes I think about myself in a relaxed way and regis- 
ter no facial mask, or I am completely wrapped in thought and ab- 
sorbed in unrecognized feelings and purposes. Sometimes I think 
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about myself, mirroring myself by what I see in others; or I show 
in my face what I want to be for them. In the one case, my 
face is a fetish, pure appearance, the epitome of my wishes for the 
right facade; at another time, I don’t care about my face and ac- 
cept my outward appearance; in still another mood, I want to be 
sure of my image within the other person, or I want to live by 
means of a borrowed face, and reject my own. 

Because of the continual switch from one to the other of these 
functions, a person’s face may cause him to suffer, especially in 
his formative years. He suffers, not because of what his face is, 
but because of what it may reflect of inner conflicts or clashes with 
circumstance or with what he thinks culture requires. The face 
only becomes painful to its possessor through the other fellow, be- 
cause of his real or imagined reaction to it. Sometimes the mask 
is not strong enough, and it shows tears and laughter too easily; 
sometimes the face becomes a symbol for what a person rejects in 
himself. With his face he appeals to others or defies them. He 
shuts them out or tries to attract them. He adjusts himself to the 
appearance presently required, or he cramps his face so that it is 
set and expressionless. Yet, despite his efforts his countenance 
may show masculinity or femininity, facial tension or facial weak- 
ness, sensuality or intellectuality, openness or distance, attraction 
or rejection. 


Til 
The Face as a Label 


Simply because of man’s physiognomic prejudices about the face 
as a mirror of the soul,® several facial forms and structures have 
automatically become labels for special characterological evalua- 
tions. The judgment one human makes of another is based on a 
rather simple scheme into which he has arbitrarily thrust the fac- 
tors; a high forehead means intelleet—which it does not; thick lips 
mean sensuality—which they do not; a high, prominent nose means 
the owner is of “Semitic” origin—which is not necessarily true. It 
is important to remember that these oversimplified labelings may 
dominate the rest of one’s judgment; one does not see beyond them 
to the rest of the person. A blank expression means an empty 
mind. A man’s smile may be interpreted as his “American smile,” 
and one reaches toward him, carried away by the same emotions 
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and prejudices with which one would grasp anything carrying the 
label “American.” 

As soon as people think in schemes and categories, feelings of an- 
tipathy come much more easily to the fore. This is even more 
clearly seen in observing social, racial and cultural labels such as 
Mongoloid faces, white faces, Negroid faces, “Semitic” faces. When 
this point has been reached, people have lost nearly every evalua- 
tion of the individual differences in human faces. The category, 
or special part of it, becomes a guiding factor as well as a barrier 
against more refined and truer differentiation... Faces then no 
longer represent human entities, mirroring something from the 
soul, but have merely become yellow, or black, white or “Semitic.” 
The unfamiliar and foreign feature is classified among those to 
which one is usually nonsympathetic. In prejudice about faces, 
one shares the prejudiced attitude of society. 

In particular, the physiologic warning signals, as we can read 
them from the face, have become subject to labelization; expres- 
sions of pain and anxiety immediately provoke strong feelings of 
pain and anxiety in the observer and judge. Only later do we ask 
ourselves if the expressions were bogus. Expression of suffering 
may belong to the strategy of evoking pity for those who want to 
provoke compassion in others. Emotional and mimetic blackmail 
starts in early childhood. Tears tend to call forth our own tears. 
Tension in one person provokes defense in another; softness and 
weakness invite dominance. 

It is this labelization and schematic consideration of facial fea- 
tures that cause so much suffering. 


IV 
The Face as a Symbol 


In passing judgment upon others according to set labels, the sym- 
bolization of facial structures plays a definite role. The face is 
often the symbol of consciousness, of things coming closer to con- 
sciousness. The other fellow may read thoughts directly from the 
face. In dreams, changes in the face become the expression of 
manifold mental functions: Covering one’s face means covering 
one’s nakedness; nail polish and facial creams often have the same 
protective meaning. 
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The nose is the central and the most representative part of the 
face. Those who cannot tolerate their noses, cannot tolerate their 
faces, and because of their faces, they cannot tolerate themselves. 
Face and ego are often identified. “He who hurts his nose, hurts 
his face” is a Dutch proverb. 

Our noses can be too small or too large; we are too “nosey,” or 
we are scolded or teased for having snub noses. We can express 
contempt and passion with the nose. In many of these expressions, 
the unconscious phallic meaning of the nose plays a role. A large 
nose is the symbol of sexual potency. The wish to make the nose 
shorter and smaller may symbolize defense against one’s own sex- 
ual drives. That is why the unconscious battle with the nose arises 
—especially in puberty. Originally, the nose and the sense of 
smell were means of initial sexual contact. Vicarious bleeding of 
the nose may still take place during menstruation. Having “a fine 
nose” also means ability to make a good sexual choice. Cyrano de 
Bergerac, with his epic nose, is the classic example of sexual am- 
bivalence and shyness. He finds his own sexual feelings ugly, and 
courts his beautiful beloved by proxy, through another man. 

The mouth may symbolize the fear-arousing, swallowing organ 
of attack—as is illustrated by the wolf as grandmother in the fairy 
tale. Yet various oral reminiscences are expressed through the 
mouth; the smile of satisfaction, the sour and sweet, or biting, ex- 
pressions. The mouth is the organ of kissing, of initial sexual play. 

The hair symbolizes strength (Samson, Absolom). The ears sym- 
bolize mental curiosity. All these associations are related to early 
sexual body images. 


The eyes remind people of the “staring,” penetrating or forbid- 
ding eyes of the parent. They can look at one with a destroying 
look. But the eye is also the medium for the exchange of deeper 
feelings. We evaluate the beloved one with the eye. We try “to see 
eye to eye.” . . . “Drink to me only with thine eyes.” . . . Large, 
soft eyes show faithfulness and goodness; great, tense eyes the 
frightened baby in us. In Biblical symbolism, the mouth repre- 
sents the divine ego, the “I am,” the image of God; the two eyes 
represent intelligence and love. The onlooking eyes, like those of 
the parents, represent the punishing super-ego (as in the symbolic 
sign of the Freemasons). When guilty, I hide my face and cover 
my eyes. 
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Gradually the whole body may become part of such symbolic 
function. After plastic surgery it is the body change in particular 
that bothers the patients. They worry about the feeling of change 
in an innate plan or structure. These changes arouse feelings, as 
if the ego were attacked. Not only the esthetic quality of the face 
is of importance, but the expressive goal of being a continuity and 
a personality. Every organ, from the very beginning, belongs to 
our personal realm, every feeling of having received offense 
against such an organ does something to our “inner affairs.” Peo- 
ple experience such castrative feelings clinically after a mamma 
amputation or a paralysis, or the removal of the uterus, but often 
with more emphasis through little tokens that change the face: a 
missing tooth, a single black eye, being seen without make-up, gray- 
ing of hair, becoming wrinkled. 

In the world about us, ads and slogans of make-up firms very 
often make use of this oversensitivity to the impression the body 
makes. Halitosis—shouts the ad—can be cured by innumerable 
miracles; body odor by many other magic medicaments. In the 
meantime, the ad sharpens the awareness or delusion about certain 
lacks. A woman discovers she has been deprived of mascara or 
other “beautifying” aids. People are systematically instructed to 
look for artificial external solutions when inner confidence is 
lacking. 

In some neuroties the face has gradually become the represen- 
tation of nudity of the uncovered body, carrying all the taboos of 
forbidden sexuality. One may have the red face of fury, or, like a 
erying wet baby, the face is drenched with tears. One may manip- 
ulate the face continually, instead of handling the body. Rubbing 
the forehead or continually re-arranging the hair may be reminis- 
cent of masturbation. Picking the nose is associated with rem- 
nants of long-forgotten rebellion against toilet tyranny. The face 
is used for punishment (slapping) just as is the child’s “behind.” 
The face has become the fetish covering up all the feelings of in- 
feriority and inner flaws. 

Hissing, and biting expressions are remnants of ancient anthro- 
pophagia. We look sour, we fawn, we smile sweetly, as if every en- 
counter had to deal with oral function. Our rage and sexual de- 
sire, our triumph and our embarrassment, our guilt and despair, 
our stubbornness and our breakdown—all these are expressed on 
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our faces by paleness or redness, in evidencing chastity and anx- 
iety. Every emotion, every inner attitude or infantile wish can be 
displaced toward the face. In the symptom of erythrophobia—the 
fear of blushing—all this fear of body exhibition may come to the 
fore. We are afraid of giving ourselves away by our facial ex- 
pressions. 

In psychosomatic medicine, we have become more and more 
aware of the facial skin as a barometer of psychological processes. 
Continued blushing (rosacea) may represent continuous shame and 
guilt about the erotization of the face. Contact allergy (after kiss- 
ing) and cosmetic allergy uncover deeply hidden defenses against 
the wish for sexual contact. One of the writer’s patients with fa- 
cial neuralgia used this painful conversion symptom as an in- 
tensified means of covering up her face and hiding her body. In 
acne, there is not only a mild bacterial infection but also a sec- 
ondary preoccupation with the eroticized skin, often leading to anx- 
iety and depression. Acne patients are often afraid that their guilt 
and conflicts are shown in their skin. In some patients it may even 
lead to a paranoiac fear of such facial exhibition." Some acne suf- 
ferers continually try to mask themselves, they pick their faces and 
are constantly on the lookout for blackheads. Their faces have be- 
come unstable defense lines between them and a hostile world. In 
their self-persecution, they may continually scratch their faces, 
mutilate themselves, or neglect their skins. The hair may fall out. 

The skin communicates many inner anxieties: paleness and 
whiteness express fear; in rage our faces are purple; in fright, 
there is goose-flesh. Pigmentation in fear-melanosis, coldness, dry- 
ness, all tell a story of inner conflict. However, this skin-language 
in the service of camouflage is often very baffling and difficult to 
understand. 


V 
The Juvenilization and Glamorization of the Face 


In our present phase of culture with its tendency to juveniliza- 
tion of cultural expressions (take, for example, the crooning and 
swooning of our singers and the imitating of them by bobby- 
soxers) and emphasis on false personalization, a peculiar battle has 
developed around the evaluation of facial appearance. On the one 
side there still is the need for maturity, for growing up, for self- 
distinction and individualization ; but there is also generalization, a 
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leveling off and glamorization, people having become much like 
well-polished parts—mere pushbuttons in one huge pattern. Glamor, 
the fascinating surface shine and not the content, is the acme of 
generalization. Technique has invaded human habits, and this has 
much to do with that symptom. Since faces can be thrown on a 
million movie screens, the movie face becomes the standard of fa- 
cial values. The empty standardized face with its juvenile, unde- 
veloped look, with its glamorized sheen, becomes an example for 
many who begin to detest their own inner structures and conse- 
quently their faces. Out in front of this technical invasion are the 
cosmetic factories, plastic surgery may come in the second line, un- 
less the specialists are aware of its psychological implications. 
Both cosmetics and face-lifting aid and abet the process of artifi- 
cial glamorization. They make use of the psychological fact that 
people feel inferior about their faces, about the lines and wrinkles 
of maturity, and that they cling to their childhood faces. Never- 
theless, everybody, looking in the mirror, receives a distorted im- 
pression. One sees himself with his own unconscious prejudice, and 
with the imagined critical eye of bystanders. He asks himself: 


“Can I tolerate my face, my height, my body? . . . Mirror, oh, mir- 
ror; who is the most beautiful?” But unwittingly we ask other 
questions, too. “Does my mask still work? Do I have to be 
ashamed of myself? Is my sensuality betrayed? Do people see 
that ugly part of my soul that I want to hide?” 


Something has gone wrong in our standards of beauty when peo- 
ple are obsessed by adoration of beautiful young girls. Partly be- 
cause of such superficial standards people resent growing old. One 
glamorous type is especially favored—the type with the small, in- 
fantile midface. She is chosen as the queen of beauty. Clinically, 
she often represents the hysterical type with impaired control of 
emotions. The puerile, idealized face of screen and fairy tale has 
become a new fetish, concealing and disregarding the defects of 
body and soul; the beauty parlor has become more important than 
the school of life. 

In the struggle for approval, success and self-approval, cosmetics 
and plastic surgery can be of useful assistance, but in the end, 
when the means become goals, nobody can keep up the struggle for 
false personalization and borrowed glamor. Face lifting does not 
correct the false evaluation of our culture of good looks and 
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glamor. After plastic surgery, some patients have a feeling of 
guilt, a feeling that they have done something against God. They 
also feel a certain rigidness in their faces; something of their nat- 
ural emotional mimetic motility has disappeared. Even objectively 
the face never looks exactly right. One can practically always rec- 
ognize those who have undergone such surgery. 

The strategy of hiding behind a juvenile mask and glamorized 
Hollywood features finally breaks down. The doll’s clothes no 
longer help; neither does the cosmetic paint or the juvenile style. 

It is at this point of breakdown that the psychotherapist is often 
asked to help the victim. When the mature requirements of reality 
betray the needs for infantile appearance, no plastic surgery can 
help any more. We have to teach the victim to accept himself as 
he is. Accepting one’s face means facing the world, looking at 
things straight ahead (Straus’’). 


This study will be concluded with the short history of a girl who 
three times in her life resorted to plastic surgery, each time after 
she had met with a psychological catastrophe. Each time a young 
man had broken his relationship with her, following a period of 
intense courting. Instead of looking for a failure in character, 
either in him or in herself, she projected the cause onto defects in 
her face. First her nose was shortened and “straightened out.” 
The second time, her face was lifted; the third time, the ears were 
bent back. After each operation, she had a mental breakdown, with 
symptoms of remorse about her operation, and paranoid fantasies. 
The writer saw her after the third operation and thought at first 
that she, in her ashamed withdrawal, was a confused schizophrenic. 
Her analysis disclosed the fact that she harbored a distorted body 
image. Her unconscious wish every time was that the surgeon 
would refuse her desire for operation (and symbolic castration) ; 
but he always played her hand, aggravating her self-punishment 
fantasies. It was only after clarification of her hostile intentions 
toward men and her consequent self-punishment, that her relation 
toward the opposite sex began to change. A great obstacle in the 
analysis of her obsessional neuroses continued to be her suspicious 
and distorted attitude toward the doctors and surgeons who so 
easily fell in with her self-punishing pathology. 
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In each of the various cases the writer has seen in the last 10 
years, the wish for a plastic operation covered deeper neurotic dif- 
ficulties. The real wish was for the surgeon to refuse to operate 
and thus accord to the patient the approval she fantasied she 
missed in other persons. As Macgregor and co-workers so ably 
describe the situation, severely disfigured persons complain less 
bitterly than those with mild deviations from the norm. 

The unrealistic expectation of what can be accomplished through 
plastic surgery is related chiefly to the patient’s fantasies that peo- 
ple will change magically in reaction to the new face, and this 
again is rooted in feelings of rejection. After the operation, as a 
rule, an initially hidden depression comes to the fore from its con- 
cealment behind an artificial joy over acquiring a new face.” 

In the writer’s cases, a masochistic strategy was fortified by the 
operation, and the road to self-acceptance was blocked by a real 
loss, more difficult than the previous state to heal by psycho- 
therapy. 


VI 
Résumé 


Recent experiences with patients, mostly women, who have un- 
dergone plastic surgery have suggested renewed study of what the 
facial features mean to man. The face serves as an organ of mim- 
etic expression, as a mask and as a mirror. Sometimes it is only 
a label for a generaliztion. Several facial features acquire sym- 
bolic meaning. Plastic surgery often intervenes in a complicated 
psychological battle, especially during adolescence, and so makes it 
more difficult to accept the fate of one’s face. The unconscious cas- 
trative meaning of the operation becomes an added traumatic oc- 
currence. 


162 West 54th Street 
New York 19, N. Y. 
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PSYCHOLOGICAL FACTORS ASSOCIATED WITH DISSEMINATED LUPUS 
ERYTHEMATOSUS AND EFFECTS OF CORTISONE AND ACTH* 


BY SELWYN BRODY, M. D. 


The systemic form of lupus erythematosus has emerged as a dis- 
ease of increasing importance since the advent of the cortisone era. 

This severe organic syndrome has been grouped with other “col- 
lagen” diseases, including rheumatic fever, diffuse vascular disease 
(periarteritis nodosa), scleroderma, dermatomyositis, rheuma- 
toid arthritis and possibly ulcerative colitis and many others. 
There are pathological resemblances, although the precise clinical 
etiologic relationships are as yet obscure in these various “rheu- 
matic” and vascular disorders. 

When cortisone and ACTH were introduced in 1949, the writer 
became interested in studying the effects on the various collagen 
and related diseases, because of an apparent remarkable connec- 
tion between the physical symptoms that patients manifested and 
psychological disturbances. This relationship was evident in the 
development and precipitation of the diseases and in the responses 
induced by cortisone-ACTH, which were as follows: 

(1) The hormones stimulated personality as well as metabolic 
functions. (2) The metabolic changes induced by these hormones 
affected personality functioning. (3) Emotional and personality 
reactions were capable of influencing metabolic processes. 

The present preliminary observations made on 42 patients with 
disseminated lupus erythematosus constitute the first psychiatric 
survey made on this disease. 

Lupus erythematosus was originally reported by Austrian and 
French physicians in the late nineteenth century, but it was not 
until the turn of the century that Osler? recognized the visceral 
manifestations of the disease. In the 1930’s Libman, Sacks, Gross, 
and Baehr and his co-workers** clarified lupus erythematosus as a 
clinical pathological entity. Recently, it is to Klemperer® that we 
owe the concept of “collagen” disease. Although he has criticized 
“the exaggerated popularity of the diagnosis, ‘collagen’ disease”,® 
he has emphasized the pathophysiological disturbances of the con- 

*Presented before a combined meeting of the New York Neurological Society and the 


Section on Neurology and Psychiatry, The New York Academy of Medicine, December 
9, 1952. 
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nective collagen tissues. He has pointed out’ the significance of 
the intermediate substance of the connective tissues in the general 
economy of life, as the seat of vital activity, not only giving sup- 
port to the body as a whole, binding together organs and cells, but 
important in regulating water and salt metabolism and in regulat- 
ing acid-base equilibrium. 

Many fundamental problems of the connective tissues remain un- 
solved and are the subject of intensive research.® 

Systemic lupus erythematosus is a disease with widespread de- 
structive lesions occurring in any or all the viscera and brain and 
affecting particularly the supporting and vascular components.’ 

The etiology is unknown. However, Selye*® has included it 
among the diseases of adaptation, while, according to Rich” and 
others, allergic hypersensitivity may be of fundamental importance 
in the pathogenesis. There is often a history of sensitivity to sun- 
light or drugs. 

Typical but not always present is the erythematous “butterfly 
rash” of the face. Other signs and symptoms are arthritis, arth- 
ralgias, Raynaud-like pains, fever, malaise, pains in the abdomen 
and chest, cough, pleural and pericardial effusion. Cardiovascular- 
renal disturbances, peripheral neuritis, focal neurological defects 
and psychotic behavior occur, while epilepsy is considered the most 
important symptom of the central nervous system.” 

The course is exceedingly variable and uncertain, ranging from 
fulminating fatal forms of a few months to cases of many years 
duration.** Repeated remissions and relapses are not uncommon, 
suggesting a reversibility factor. 

Observations and studies made since 1949 are shown in Tables 1, 
2 and 3. Table 1 shows that of the total 42 patients (36 females, 6 
males, 86 per cent and 14 per cent respectively), 33 (79 per cent) 
were under the age of 40—confirming the fact that this is primarily 
a disease of young, female adults. The number who received corti- 
sone or ACTH or both was 36 (86 per cent). Eleven patients (26 
per cent) succumbed, indicating the deadliness of the disease. Of 
the 6 untreated patients, 3 (50 per cent of the 6) died. Of the 36 
treated cases, 8 (22 per cent of the 36) died. The estimated aver- 
age duration of illness before death was two years. 

Table 2 deals with the incidence of psychotic manifestations. The 
number of patients with psychoses was 22 (52 per cent of the total 
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Table 1. Survey of Studies—Mortality 





Per cent 





Total patients y 100 
Number of patients receiving cortsone—ACTH .... ‘ 86 
Number of patients not receiving cortisone—ACTH 14 
Sex—Female d 86 
5 14 
Age—Under 40 79 
Deaths 26 
Treated (22 per cent of 36) 
Untreated (50 per cent of 6) 
Estimated duration of illness before death, 2 years 





42). The number of psychoses occurring before therapy was 12 
(29 per cent). The number whose psychoses persisted or were pro- 
voked during therapy was 13 (31 per cent). The number of psy- 
choses associated with remission or improvement of physical symp- 
toms was 15 (36 per cent); the number on discontinuation of ther- 
apy 2 (5 per cent) ; those subsiding when therapy was discontinued 
3 (7 per cent); those associated with death 7 (17 per cent). The 
estimated average duration of psychosis in patients who survived 


was 30 days, in patients who succumbed, 6 days. 


Table 2. Survey of Studies—Psychosis 








Per cent 





Total patients 100 
Patients with psychotic manifestations 2 52 
Before therapy 2 29 
Improvement during therapy i 12 
Unchanged or provoked during therapy : 31 
Associated with remission or improvement of physical 
BYMPCOMS 20 owe dscvesecceedceeiedsssesecesesenes 36 

On discontinuation of therapy 
Subsided on discontinuation of therapy 
Estimated average duration of psychosis 

Patients who have survived—30 days 

Patients who succumbed—6 days 
Psychosis associated with death 17 








Table 3 indicates the incidence of other neuropsychiatric reac- 
tions and symptoms which was as follows: Convulsions occurred in 
9 (21 per cent of the 42); being associated with death in 6 (14 per 
cent) and with improvement in 3 (7 per cent). Depressive reac- 
tions before and during treatment occurred in 10 (24 per cent). 
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Table 3. Survey of Studies—Non-psychotic Manifestations 





Per cent 





Total patients 100 
Convulsions 21 
Convulsions associated with death 14 
Associated with improvement 7 
Depressive reactions (before and during therapy).. 24 
Persistent euphoria during therapy 2 
Overcomplianie 2... .cccscesecccrnedivesecccccicnce 21 





Persistent euphoria (during therapy) was found in one patient (2 
per cent). Overcompliance before and during therapy was found 
in 9 (21 per cent). 

Most patients had such symptoms as transient euphoria, excite- 
ment, insomnia, lethargy, listlessness, anxiety and “jitteriness” 
during the hormone therapy. The psychotic episodes consisted 
principally of paranoid reactions, but included depression, hypo- 
mania, elation, delirium, confusion and disorientation, intellectual 
impairment, perceptual difficulties, panic and emotional turmoil. 
While these manifestations were attributed to the severe visceral 
disease, to “organic mental syndromes” based on cerebral lesions 
found in disseminated lupus erythematosus, or to the “toxic” ef- 
fects of cortisone and ACTH, there was evidence that latent emo- 
tional and behavioral patterns of the pre-disease personality con- 
tributed to the reactions observed. A number of papers have ap- 
peared on the psychological and emotional effects of cortisone and 
ACTH."*"* 

The onset of lupus erythematosus often occurred in a setting of 
real crisis or emotional stress, such as death, illness, desertion; 
friction between parents; loss of job; traumatic incidents such as a 
holdup, or news of injury to a child (which, it is interesting to note, 
proved to be a false rumor); biological stress, such as puberty, 
pregnancy, childbirth, the menopause. 

It seems significant that only two or three patients in this series 
volunteered any information on stress factors or spontane- 
ously attributed their disease to hardship, strain or nervous ten- 
sion. One or two patients correlated their symptoms to amenor- 
rhea or inadequate menstrual flow. One psychotic patient insisted 
that she needed “to be cleaned out mentally and physically” to be 
cured. The majority of patients denied knowledge of stress fac- 
tors. 


JAN.—1956—pD 
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When these patients were seen in the medical wards, not only 
did the role of psychological stress seem striking, particularly in 
the precipitation of the disease, but one also had the impression 
that these patients were literally destroying themselves” with this 
frequently fatal syndrome. There was a dramatic readiness for 
psychotic outbreaks and remarkable reversibility of these manifes- 
tations, particularly during hormone therapy. These symptoms 
ranged from brief outbursts of a few days to protracted episodes 
of weeks and months. 


The tendency to reciprocal alternation of psychosis and organic 
symptoms was striking: The presence of an overt psychosis seemed 
to mitigate the severity of organic symptoms; and when a psycho- 
sis appeared during therapy, the organic symptoms were reduced. 
When the psychosis diminished in severity, and tended to recede, 
the organic symptoms tended to increase in severity. The problem 
of this reciprocal alternation has received increasing recogni- 
tion.”*” It is a remarkable fact that the six patients who had sus- 
tained psychoses and the seven who showed an alternation of psy- 
choses with their organic symptoms, have all had remissions or 
improvement from the disease.** No patient who developed a sus- 
tained psychosis or such an alternation tendency succumbed to the 
disease, nor did any of the 11 patients who died have protracted 
psychotic episodes or show alternating trends. It appeared, there- 
fore, that the more lasting and severe the psychosis, and the more 
the tendency to alternation, the more protective a safeguard was 
provided against the physical symptoms. From this standpoint, 
the use of electric shock therapy for psychosis would seem open to 
question. In a less dramatic manner, severe overt, sustained de- 
pressive or euphoric reactions also seemed to act to protect against 
somatic symptoms. 

Another important time factor was the relation of psychotic out- 
break to the onset of the organic symptoms or to the institution of 
hormone therapy. The earlier the psychosis occurred, the more 
favorable the effect appeared to be upon the physical symptoms. 

However, that the problem is not a simple one is indicated by the 
fact that five patients showed simultaneous improvement in men- 
tal and organic conditions; and, in five patients, regression of men- 
tal and physical conditions coincided. 
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Two case reports are presented. For additional case material, 
see Brody.’ An extended report is in preparation. 


Case 1 


Case 1 was that of a 14-year-old Jewish boy whose symptoms of 
disseminated lupus erythematosus began six months prior to his 
hospital admission.* He was the youngest of three children and was 
an unwanted child because his birth interfered with the family’s 
marginal business. His two older sisters were grown up when he 
was born. 

He was breast-fed for three months, when he developed pneu- 
monia “because his mother had a cold.” He was a “picky” and 
“fussy” eater when his mother fed him while she was working. 
Toilet training was begun at four months. His mother taught him 
to have an aversion for stools, saying that “dirty pants weren’t 
nice.” At two years, he was completely “clean.” 

He shared his parents’ bedroom until he was seven. Enuresis 
began when he was moved to another room. 

The patient’s symptoms broke out a year after the death of his 
father from cancer of the stomach. He had been especially close 
to his father and he did not admit the fact of his death, referring 
to him as if he were alive. His mother had a breakdown, and the 
patient was unable to show any grief, saying, “I had to keep my 
grief to myself not to upset her.” His bedwetting became more 
severe. He said that he was always a jinx, “because everything 
went wrong when I was born, they had to spend all their money to 
keep me alive.” As a child, he never showed resentment, and, “I 
always acted nice, I never wanted to disturb my parents.” But 
their least reprimand would give him a headache. 

His school work was average, and he was liked by the teachers 
“because I was always well behaved.” He said he was “never much” 
at sports, “nor much of a fighter; I knew I couldn’t win so there 
was no sense in getting beat up.” 

He flatly asserted he knew all about sex, but was unable to state 
the difference between masturbation and intercourse. He said, 
“Nice boys don’t think or talk of such things. Even when I think 
of the words the boys use at school, I get upset. I am just not go- 
ing to repeat those words.” 


*Mount Sinai Hospital, New York City. 
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He always tried to appear pleasant and was described by the 
hospital staff as a “nice boy.” However, he did not conceal sadness 
and bitterness, and he was evasive and unspontaneous. On a few 
occasions he did verbalize resentment. His comment on his cheer- 
fulness was “appearances are deceiving.” During cortisone treat- 
ment, he complained of a recurrent nightmare which he attributed 
to his fear of the injections. “The doctors are going to do some- 
thing to me. I get hysterical and scream. I beg them to tell me 
what they are going to do, but I always wake up before they tell 
me.” He also complained of a recurrent dream in which the doc- 
tor says, “I am going to take a chunk out of your pancreas.” 

He expressed misgivings about each new hormone course. 
“What’ll they cook up next? If I ask them questions about what 
I’m getting, they brush me off and treat me like a baby. ‘Oh, you'll 
be okay.’” His fifth readmission was for a buttock abscess after 


he had injected himself at home. He expressed bitterness toward 
his mother who was incapable of giving him his injections. After 
verbalizing these irritations, he would snap out of his lethargy and 
become much more outgoing. Despite such favorable response, he 


often avoided the psychiatrist and once complained, “I’m just an- 
other patient; you only see me because you have to.” 

In 20 months, the patient had seven admissions, as he oscillated 
between recurrence or “escape” of symptoms when the dosage of 
hormone was lowered, and “toxic” reactions when the dosage was 
raised. 

On his final admission there were signs of renal failure. Corti- 
sone (200 mg. daily) reduced his fever, but he then developed con- 
vulsive seizures. Thereafter, he began to show psychotic tend- 
encies. 

At this point of seeming irreversibility of the disease, he called 
for the psychiatrist for the first time and said, “I guess I’m ready 
for the junkyard. I’m like an old machine with all the parts worn 
out.” He wept when he felt his thoughts and speech were jumbled, 
and said, “Am I going crazy?—I’m going to kill myself! I can’t 
stand all these tests! I’m punctured in eight places, including two 
spinals. I hope they give me a rest tomorrow. Now I’m letting 
loose with things I’d never say to doctors and nurses.” 


For the first time he voluntarily discussed his home life. “I want 
to tell you how I’ve been treated. They expect too much from me, 
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as if I were 24 instead of 14.” He was the only patient in the series 
reported who requested a psychiatrist because of his mental condi- 
tion. 

He became more disturbed and hallucinated within the next few 
hours but still exerted marked efforts at self-control. His course 
was rapidly downhill, and he succumbed within three days of the 
onset of the psychotic symptoms. 

Psychological tests, including the Rorschach, were done early in 
his hospital stay and revealed distance and distrust, based on his 
hostility. Evasiveness was marked, even for an adolescent. 

The internal living to which he withdrew as a defense against 
stimuli from the outer world was shot through with aggressive 
pressures which he could not bring himself to express, overtly or 
directly. 

He tried to present a compliant attitude toward the environment 
by which he was overstimulated and to which he had an acute sen- 
sitivity, since he regarded people as menacing because of their ani- 
mal impulses. In turn, he feared these in himself. 

He showed explosive tensions which he was likely to express in 
a furtive, indirect manner. The foreshadowing of a psychosis was 
detected. 7 

Comment. This 14-year-old boy was unwanted at birth and emo- 
tionally traumatized by improper parental care, which contributed 
to his inordinate need for parental love. Not getting this, provoked 
hostility. As he had apparently been taught too early to control 
natural functions and aggression to gain parental acceptance, a 
vicious circle was set up. The father’s death and mother’s break- 
down increased his dependency-longings and thus resulted in a 
critical increase of hostility which threatened his self-control. The 
physical symptoms appeared to be connected with the need for self- 
expression, now augmented by puberty, and with his attempt to 
find an acceptable method of discharging hostility. 

He resented his unsatisfactory home, nor did the hospital situa- 
tion provide the affection and care he wanted. Despite the benefits 
of the cortisone and ACTH, the psychic material indicated an ap- 
parent aggravation of his self-destructive drives stimulated by the 
effects of the homones. 

Since he had been educated to conceal hostility and be a “nice 
boy,” he felt compelled to keep his resentment inward. When 
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threatened by death, he made his only attempt to break through the 
barriers which prevented release of his true feelings. This was at 
the cost of total destruction of his ego. 


Case 2 


Case 2 was that of a 15-year-old girl who had disseminated lupus 
for over six months when she was hospitalized.* She was the 
only child of a mixed Catholic-Protestant marriage of German par- 
ents, and the parents were in a constant clash concerning her edu- 
cation and religious upbringing. She was a model of good behavior 
and was at the head of her school class. 


At the initial interview the patient said that her physical symp- 
toms began when she studied too hard for her regents examination. 
She had felt herself under “terrible strain” for some weeks before 
the onset of the symptoms, experiencing increased fatigue, tense- 
ness and poor concentration which culminated in falling asleep in 
the German class, her favorite class. She said, “I take after my 
father, who takes his work seriously too. But something in myself 
forces me to try to be perfect in my grades.” The patient then re- 


vealed that her mother had had a mental breakdown a few years 
before and that, therefore, her own behavior had to be especially 
good: “If I don’t watch my conduct, mother will have another 
breakdown.” 


The patient was at first “sweet and pleasant” but soon became 
restless and upset because her mother wouldn’t have the same visit- 
ing privileges as at a previous hospital. The evening of her first 
day of admission she phoned her mother and said, “I think I am 
dying; I want to die at home.” She then complained of “too many 
tests and questions asked at all hours. I can’t take it any more.” 
A full-blown psychosis rapidly supervened. She became apprehen- 
sive and agitated and cried that she and her parents had died. She 
regressed in general behavior, with incontinence of bowel and blad- 
der. Occasionally she was found, excited and lying on the floor, 
with feces in her hand. 

ACTH induced physical improvement and transient alleviation 
of her psychosis. Delusions of the death of her parents soon re- 
turned. Other delusions were: “Dr. X is going to kill me because 
mother visited me after lights were out.” She described a machine 


*Mount Sinai Hospital, New York City. 
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the doctors used to kill the patients, drawing a picture of this ma- 
chine which she called a “compulsion test,” and identified it as an 
enema tube with a can. 


An electro-encephalogram before ACTH was begun showed dif- 
fuse cerebral dysfunction. After two weeks of ACTH treatment, 
while the patient was still psychotic, a second electro-encephalo- 
gram showed less dysfunction. 

When ACTH was discontinued the patient became clear men- 
tally for a short time, but her behavior again regressed, with bowel 
incontinence and speech incoherence. Her smile was described as 
hebephrenic. She was worried about whether she would remember 
how to take communion and insisted on drinking holy water. When 
her mother visited her, the patient would not let her out of sight. 

After two months the girl’s physical symptoms were in a state of 
relative remission, although transfer to a mental institution was 
considered. However, she was discharged to her home. 

The patient was at home for two weeks when her mother suffered 
an acute mental collapse and had to be committed to a state hos- 
pital. A week later, her father killed himself. The patient then 
communicated with the ward nurses by phone and letter, revealing 
an astonishing improvement mentally. 

Three months later, she was re-admitted for recurrence of her 
disseminated lupus. The patient was clear, there were no psy- 
chotic features such as delusions or hallucinations, and her be- 
havior was again described as “sweet and co-operative.” She was 
mildly elated. She had been receiving cortisone before entering 
the hospital. In her account of what happened, the patient said: 
“We all got the same thing. Maybe I gave it to them.” The pa- 
tient was discharged at her own insistence when she heard that her 
mother, who had undergone electric shock treatments, was coming 
home. 

Psychological tests done at the height of the girl’s psychosis 
showed an IQ of 56. Organic deterioration seemed likely. Emo- 
tional factors were also present. She had an intense reaction when 
a drawing of a mother figure was shown to her; she became faint, 
as she said, “This female reminds me of my mother.” She was pre- 
occupied with fears and feelings of helplessness, fears of being at- 
tacked, of murder and of illness. 
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Re-examination six months later showed her IQ was then 110— 
in the bright-normal range. The general improvement in psycho- 
logical functioning was startling and dramatic, and the personality 
structure showed a capacity for marked resilliency, although taxed 
severely by recent stress and the recurrence of physical illness. 


Despite these remarkable changes there was still a basic sickness 
noted in the personality, consisting of a paranoid sensitivity and 
an undercurrent of hostility and resentment. Beneath a surface of 
sociable behavior, was a hostile attitude to the mother, which she 
made strong efforts to repress, because she felt threatened with the 
loss of a love object. 

Comment. This 15-year-old girl was treated for disseminated 
lupus over a period of nine months, with improvement coinciding 
with a severe, sustained psychosis. The tension resulting from her 
attempt to act like her father and to please her mother appeared to 
be an important precipitating factor in her illness. This tension 
was apparently relieved by the mental illness of her mother and 
the death of her father. The removal of this tension appeared to 
have made it unnecessary to control it by a flight into psychosis. 

The disseminated lupus seemed to have been an outlet for her 
tension caused by the critical accumulation of her hostile impulses. 
The hormone appeared to act in such a way as to block this avenue 
of discharge, accentuating the trend toward psychosis. When the 
psychotic symptoms receded, the disseminated lupus recurred. 


Discussion 


Clinical observations and anamneses as well as Rorschach tests 
of the personality structures, revealed the following consistent 
finding: The egos of the lupus patients appeared to be dominated 
by the need to control their impulses to act in destructive ways. 
They attempted to be co-operative and to conceal—with overly con- 
forming behavior—their need to act destructively. When these im- 
pulses could no longer be concealed and controlled, the patients ap- 
peared to become destructive toward themselves, instead of releas- 
ing the impulses toward others. 

The need to control bitterness and resentment rather than ex- 
press destructiveness toward any external object may have de- 
veloped in the course of these patients’ infantile relationships with 
their parents. They behaved as though their dependency cravings 
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would not be met unless they concealed and internalized their de- 
structive impulses. It is suggested that a psychogenic component 
contributing to the disposition to disseminated lupus is laid down 
as early as the first year or two of life, when the formation of the 
child’s personality interfered in some way with the healthy dis- 
charge of natural functions and forced the use of self-destructive 
forms of impulse release. *° 


Among the factors which may have led to the selection of the dis- 
seminated lupus symptomatology as an acceptable method of dis- 
charging uncontrollable impulses, were the observations that the 
hostile impulses made these patients feel unworthy of love. Skin 
lesions appeared to be connected with their inability to tolerate a 
demonstration of positive feelings from their associates. Joint 
symptoms seemed to serve as a method of self-immobilization to 
prevent acting out hostile impulses. 

Critical, external stress situations seemed to have precipitated 
the onset of the disseminated lupus by causing a sudden increase 
in the reservoir of destructive impulsivity. The disseminated lupus 
attack itself appeared to be, in part, a perverse expression of the 
internal overflow of accumulated aggression. In addition to the 
psychological component, it is suggested that such an accumulation 
of aggressive impulses acted in such a way that it produced an 
anaphylactic hypersensitivity in the disseminated lupus patients. 
R. A. Spitz, on the basis of direct observations, has included 
neurodermatitis and eczema among the “psycho-toxice diseases of 
infancy.” He states the mother’s personality in a “wrong kind of 
mother-child relation” can act as a “disease-provoking agent, a psy- 
chological toxin, as it were.” He believes such observations of in- 
fancy may have important bearing on psychiatric and medical 
problems of adolescence and adulthood and be valuable in the field 
of preventive psychiatry. 

In these disseminated lupus patients, there seemed to be an inter- 
relationship between the medical resistance to cure and the psycho- 
logical resistance to (1) acceptance of help, and to (2) the outward 
expression of hostility. 

While the effects of cortisone and ACTH were often dramati- 
cally beneficial and life-saving, medical surveys do not suggest that 
these are cures, but emphasize suppression of symptoms.***" This 
has been attributed to the protection of hypersensitive tissues 
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against anaphylactic reactions.** * The use of cortisone and ACTH 
has also been attended with refractoriness, relapses, complications 
and fatal results.*°** Suicide did not occur in the series studied, 
but has been reported* in connection with these hormones.” 


The following suggestions were indicated by the clinical observa- 
tions: (a) Spontaneous remissions and relapses of the disease are 
not uncommon and seem to be, at least in part, dependent on the 
external life situation and the internal emotional state. (b) Im- 
provement was associated with the patient’s ego capacity to accept 
the stimulation and excitation effects of the hormones. (c) Im- 
provement occurred when the therapy was positively effected or 
augmented by a favorable rapport with staff personnel or even a 
fellow-patient. In one instance, psychotherapy successfully re- 
placed a hormone regime, when the reaction to the latter was con- 
sidered too violent. (d) When the patient’s reaction to the over- 
stimulation effects of the hormones was negative and hostile, and 
overt psychosis erupted, such a release was associated with a re- 
markable remission of physical symptoms. (e) When the attitude 
to the hormone effects was one of increasing hostile tendencies 


which the ego did not express in conscious or overt psychotic form, 
fatal consequences might result. 


In theory the aim of the psychotherapist is to help these patients 
to organize methods of discharging their destructive impulses so 
that their anaphylactic hypersensitivity will be reduced and their 
disseminated lupus symptoms alleviated. Further investigations 
are needed to elucidate the relationship between a development of 
anaphylactic reactions and the accumulation of an overflow of de- 
structive impulsivity in these patients.** 


SuMMARY AND CONCLUSIONS 


A study of the psychological development, symptomatology and 
course of 42 patients who were suffering from the disease process 
known clinically as disseminated lupus erythematosus confirms the 


*In a personal communication Mark D. Altschule, M. D., of Harvard Medical School 
reported collecting ‘‘eight instances of suicide in medical patients previously non-psy- 
chotie who received ACTH . . . 50 to 100 mg. daily for several weeks.’’ 

**Hyman Spotnitz, M. D., in the formal discussion following this presentation, stated: 
‘«There is need for a specific psychotherapeutic personality in the physician treating 
these patients to counteract the effects of the possible and presumptive ‘psychotoxic’ 
personality of their mothers.’’ 
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finding that the disease is primarily one occurring in young female 
individuals. 

The disease frequently has a fatal outcome, as indicated by the 
fact that 11 of the 42 patients whose cases were studied died from 
the illness. 

Psychological stress situations appeared to have been a consist- 
ent etiological factor in the precipitation of the disease outbreak, 
recurrence or exacerbation. Favorable psychological influence ap- 
peared to mitigate the disease course. 

The development of a sustained psychosis or of an alternating 
trend between psychosis and organic symptoms appeared to have 
a therapeutic effect and served to prevent a fatal outcome. 

It is suggested that an important factor in determining the out- 
come of disseminated lupus erythematosus, and even possibly the 
etiology of the disease, is to be found in the type of patterns of be- 
havior with which the ego is built during the first two years of life. 

The investigation of this possibility requires careful study of 
disseminated lupus patients while they are receiving corrective 
analytic psychotherapy. 


2 East 86th Street 
New York 28, N. Y. 
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SOME PSYCHIC INTERRELATIONS BETWEEN THE URINARY AND THE 
SEXUAL SYSTEMS WITH SPECIAL REFERENCE TO ENURESIS 


BY RICHARD C. ROBERTIELLO, M. D. 


A patient in psychoanalysis had a dream and some associations 
which, the writer thinks, may shed some interesting light on the 
psychodynamics behind the symptom of enuresis. This, in turn, 
may help clarify some of the psychic interrelations between the 
urinary and sexual systems. 

The patient is a 25-year-old, single, white, male factory super- 
visor. He had been enuretic until the age of 12. He had the fol- 
lowing dream: “A man started a fire. I was reprimanding him for 
doing it. Then I thought of dirty underwear of mine in connection 
with my mother.” His associations to the fire in the dream were 
that it meant either destructiveness or sexual passion or both. One 
of this patient’s problems was that he connected the male sexual 
role with destructiveness. This arose in part from an early primal 
scene experience and in part from the fact that his father was a 
brutal destructive person. 

To the idea of his dirty underwear and the connection with his 
mother, he associated his enuresis. He then interpreted the dream 
as meaning that he was reprimanding himself for his masturba- 
tory activity, which made his penis hot, and he cooled it off—put 
out the fire—by urinating. 

He went on to say that he thought of urinating as a cooling pro- 
cess and that, after intercourse, he would urinate and the idea of 
cooling his penis would come to his mind. The writer pointed out 
the realistic fallacy in this—that the urine was the same tempera- 
ture as the penis. The patient was surprised, despite the fact that 
he was intelligent, educated, and sophisticated. 

In his case the enuresis probably represented a substitute for 
the ejaculation (the id component) plus a cooling off of the sexual 
fire (the super-ego component) and, therefore, was similar to the 
compromise seen in other conversion symptoms. The fact that 
enuretics are interested in fire and that many firesetters are enu- 
retic has been written about at length. 

This brought to mind some of the relationships between the urin- 
ary and sexual systems. There is an overlapping of the spinal 
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nerves to these areas, and stimulation of one system will often 
stimulate the other. When there is a full bladder, the male—es- 
pecially during adolescence—may get an erection. It has also been 
noted that with a full bladder sexual excitment in intercourse is 
heightened in both men and women. Also there is sometimes a de- 
sire to urinate during sexual stimulation. Sometimes the urinary 
system is used for stimulation during masturbatory activity. A 
female patient told the writer that she used to masturbate by put- 
ting her finger over the opening of the urethra and obstructing the 
flow of urine when she had a full bladder. Males also use similar 
techniques, and both sexes sometimes introduce objects into the 
urethra during masturbatory activity. 

Because of the physiological spinal nerve overlap between the 
urinary and the sexual systems, there are psychic interrelations 
and overlapping of these two systems. Of course in the male the 
same organ, the penis, is used by both systems. Even in the fe- 
male, however, this overlapping appears to be true. Also, other 
parts of the urinary system, such as the bladder, can stimulate the 
psychic representation of the sexual system, and sexual stimula- 
tion can influence the psychic representation of the urinary system. 

It would appear that at least in the case of the patient reported 
here, and perhaps more generally, enuresis represents a gratifica- 
tion of a masturbatory wish by way of the urinary system, as well 
as a cooling off of the penis, the fire (sex plus destruction) of which 
was condemned (by the super-ego). In a more general way, stimula- 
tion of the urinary system may be accompanied by psychic sexual 
stimulation and vice versa. 


214 Kast 16th Street 
New York 3, N. Y. 





MENSTRUAL DISTURBANCES DURING ELECTRIC SHOCK TREATMENT 


Relation to Diagnosis and Clinical Improvement 


BY 8. T. MICHAEL, M. D.* 


Electric convulsive treatment, a physical form of psychiatric 
therapy, produces changes in the psychological and emotional 
structure of the treated patient’s personality. While some of these 
changes, especially changes in mood, intensity of emotion, and 
tempo of activity, may be interpreted as intended therapy, a va- 
riety of other changes, both psychological and physiological, can 
be seen only as undesirable side effects. Nevertheless these side ef- 
fects merit close attention, as they may hold clues to the mechanisms 
involved in the therapy. Thus the lassitude, decrease in initiative, 
and disinterest in activity seen after several convulsive treatments 
is not due merely to fatigue from the exertion of the convulsion 
but is rather a consequence of decreased cortical activity which may 
be demonstrated by suitably designed psychological tests... The 
decrease in cortical activity applies, not only to the associative cor- 
tex but also to the motor cortex. The tendon reflexes become brisk 
during treatment and continue to be so for several weeks following 
a course of electric convulsive therapy. Muscle tonus may also be 
increased. These changes may be interpreted as indicating tem- 
porary decrease of function of the upper motor neurons.” * 

Not only is cortical activity suppressed, but also activity at the 
base of the brain. Thus men previously virile may become tem- 
porarily impotent, with a pattern which would seem to implicate 
the hypothalamic region.‘ Menstruation is also disturbed as a side 
effect of shock treatment, the prevailing pattern being temporary 
amenorrhea.° 

The general pattern of the available facts indicates temporary 
slackening of activity both at the cortical and hypothalamic levels. 
These observations would seem to shed light on the mechanisms in- 
volved in the curbing of manic excitement with its excess of motor, 
mental and sexual activity, but it is not clear how decrease in brain 
activity might lead to the lifting of a depressed mood. 

Why identical treatment should be effective in two forms of be- 
havioral deviation as opposite as depression and manic excitement 


*Department of Psychiatry, Cornell University Medical College, New York, N. Y. 
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is a puzzle. One is left to assume that perhaps the diverse forms 
of illness have their own physiological or pathological structures 
which react to identical treatment with individualistic patterns. 
Since the treatment is identical, and some patients recover and 
others do not, the capacity for recovery must lie within the indi- 
vidual patient. The task then is to find the structural pattern 
which holds in it the capacity of the patient to recover in response 
to shock treatment. 

In the present study the menstrual disturbances concurrent with 
ECT will be correlated with improvement from illness and with 
diagnostic reaction type, with the intention of elucidating the phy- 
siological mechanisms of shock treatment. 


METHODS 


Six hundred eighty-seven consecutive records of all female in- 
patients of the New York State Psychiatric Institute who were 
treated by electric convulsive therapy during the years 1942 to 1949 
inclusive were reviewed for data pertinent to this study. Criteria 
for selection of cases were: (1) at least one menstruation in the 
hospital before ECT was begun; (2) a sufficient length of stay in 
the hospital after ECT for the occurrence of postshock menstrua- 
tion, or for the establishment of amenorrhea. Only 331 patients 
of the 687 satisfied these two criteria. The most frequent causes 
for disqualification were spontaneous amenorrhea because of the 
mental illness, and inception of shock treatment so early after ad- 
mission to the hospital that the patient had no recorded menstrua- 
tion in the hospital. 

The number of ECT’s given to individual patients varied from 
one to 54. The frequency of treatments was scattered throughout 
this range, with heavier clustering at the 10- and 20-treatment fre- 
quencies.’ According to statements in the progress notes, the num- 
ber was frequently based on the individual patient’s clinical condi- 
tion. Treatments were discontinued early if the patients showed 
clinical improvement, continued longer if improvement was lack- 
ing. The greater accumulations of patients at the 10- or 20-treat- 
ment frequencies are probably due to the proclivity of the ther- 
apists to select 10 and 20—in our Arabic system of numbering by 
10’s—for termination points in lieu of other indications for ending 
treatment. 
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- Patients were occasionally discharged before postshock reap- 
pearance of menses. Since protracted amenorrhea was a common 
consequence of ECT, it was deemed incorrect to omit these patients 
from the calculations, as their exclusion would lead to weighting 
the data in favor of those who were included by virtue of men- 
struating early. Therefore, patients who completed treatment and 
were discharged 30 days or more after a previously recorded men- 
struation were included in the study and the discharge dates were 
substituted for the post-shock menstruation. 


The sole criterion in this study—to be compared with variables 
of clinical improvement and diagnostic category—is the length of 
the menstrual cycle as it was affected by ECT. The length of a 
menstrual cycle was measured in the customary manner from the 
day of onset of one menstruation to the day of onset of the next 
menstruation. When shock treatment was introduced into a men- 
strual cycle, its impact usually changed the anticipated length of 
the cycle, either by precipitating menstruation and thus shortening 
the cycle, or by postponing menstruation, that is, amenorrhea. 
However, not infrequently, the cycle length stayed within the nor- 
mal range.® In the majority of patients, menstruation occurred 
while shock treatment was in progress, and the treatment contin- 
ued into a second cycle. Occasionally there were even three men- 
strual cycles in the course of ECT. The impact of ECT was great- 
est on the cycle in which treatment was begun, although, in some 
instances, the pattern of the second cycle was also significant. These 
cycles will be referred to, therefore, as the first or impact cycle and 
as the second cycle—to indicate their relationships to the concur- 
rently administered shock treatment. 

Because of the clinical nature of the study, the data were not uni- 
form in terms of size of subgroups, length of treatment in the indi- 
vidual groups, and intensity of treatment. Thus, for instance, 39.4 
per cent of the subjects were treated with subcoma or coma insulin 
therapy, either concomitantly or in sequence with ECT. Since the 
present report deals with observations on several variables, each 
substudy comprises a group of different size, depending on the 
availability of pertinent data. 

Improvement with treatment was determined on the basis of “con- 
dition of improvement” recorded in discharge notes. While con- 
dition on discharge did not necessarily reflect the immediate result 
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of shock treatment per se, it was considered to be the most impar- 
tial approach to an otherwise controversial issue. If the patient 
was treated by other organic treatment following electric shock 
treatment, for instance lobotomy, she was classified in the unim- 
proved group for the purposes of this study, regardless of the re- 
sult of lobotomy recorded in the discharge note. The chiefs of 
service, in writing discharge notes, classified clinical improvement 
in five groups: recovered, much improved, improved, slightly im- 
proved, and unimproved. To avoid scattering data into insignifi- 
cantly small categories, the recovered and much improved groups 
were contracted into one group, as were also the groups of im- 
proved and slightly improved, thus leaving only three grades of 
improvement: recovered, improved, and unimproved. The diag- 
noses were also derived from the discharge notes. 

The length of the menstrual cycle in patients who had less than 
10 shock treatments differed significantly from that of patients 
treated by 10 to 20 treatments.° This observation parallels a clini- 
cal observation that some types of patients need less than 10 treat- 
ments for improvement while others do not maintain improvement 


until more than 10 are given. Therefore, the subjects of this study 
were subdivided into a group with less than 10 treatments and a 
second group with 10 to 20 inclusive; the two groups were ana- 
lyzed separately for pertinent factors. 


OBSERVATIONS 


To test the relationship between clinical improvement with ECT 
and the menstrual cycle, all patients were divided into the three 
groups of recovered, improved, and unimproved, and the average 
lengths of cycles were compared. No significant difference was 
found among the groups either in the first or second menstrual 
cycles concurrent with shock treatment. Thus for instance, the 
first cycles in 88 recovered patients receiving between 10 and 20 
treatments averaged 44.33 days; those of 91 improved, 40.91, and 
those of 54 unimproved, 39.00. 

As will be shown, the diagnostic grouping of patients modified 
substantially the picture of the impact of ECT on the menstrual 
eyecle. This finding brought up the possibility that ECT might 
cause the menstrual cycle to lengthen with improvement in one 
diagnostic subeategory and to shorten with improvement in an- 
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other subcategory. Thus, differences associated with improvement 
in individual subcategories might be cancelled out when all sub- 
categories were lumped together and analyzed as a unit. To test 
this supposition the single diagnostic subgroup that was adequate 
for reliable statistical analysis was analyzed for relationship be- 
tween menstrual change and improvement with ECT. This was a 
group of schizophrenic patients which included all subcategories 
of schizophrenia, all of whom received between 10 and 20 ECT’s, 
uncomplicated by insulin coma or subcoma treatment. While the 
length of the first cycles of a group of 28 recovered patients was 
longer (M=47.04 days; S. D.=32.25) than that of 35 improved 
(M=39.82; S. D.==31.30) and 26 unimproved (M=41.38; S. D=—= 
26.78) patients, the differences were not statistically significant. 

All but four manic-depressive patients were considered to be re- 
covered or much improved, and the statistical analysis could not 
be applied to this group. 

On the basis of the available data it must be concluded that the 
changes in length of menstrual cycle induced by ECT had no rela- 
tion to clinical improvement, either in an undifferentiated group of 
female patients or in a selected group of schizophrenic patients. 

Although the over-all pattern of change of the menstrual cycle 
during ECT was in the direction of postponement of menstruation 
and lengthening of the cycle, not infrequently, introduction of ECT 
into a menstrual cycle led to precipitous, premature menstruation. 
The pattern of premature menstruation, with a consequent short- 
ening of cycle was especially prevalent in the manic-depressive and 
paranoid schizophrenic groups of patients who had less than 10 
treatments. 

The average lengths of menstrual cycles in the important diag- 
nostic subdivisions are presented in the accompanying table. Each 
diagnostic category is subdivided into patients treated by less than 
10 treatments and those treated by 10 to 20 treatments. To sim- 
plify the already extensive table, statistics of variability are 
omitted as the few instances in which the groups differed signifi- 
cantly are mentioned in the text. Since ECT was occasionally ter- 
minated before the completion of even one menstrual cycle, the 
groups number fewer subjects with two cycles (second column in 
table) than with one cycle (first column). 
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The manic-depressive group with less than 10 treatments had a 
characteristic pattern of a short first cycle (25.4 days) followed by 
a delay in menstruation—amenorrhea (42 days). Manic-depressive 
patients who for clinical reasons had 10 to 20 treatments showed a 
delay in first cycle menstruation rather than premature menstrua- 
tion. Since approximately 50 per cent of the patients in these two 
manic-depressive groups menstruated while treatment was still in 
progress, the length of the first menstrual cycle could not have been 
entirely determined by the eventual number of treatments, which 
leaves open the possibility that the personality structure which was 
associated with a clinical need for fewer treatments was also asso- 
ciated with a tendency to precipitous menstruation during ECT. 
In contrast, the clinical need of a greater number of treatments 
was associated with delay in menstruation. The difference in aver- 
age length of the menstrual cycle of these two groups is statistically 
significant at the 0.02 level (t=2.51; P=0.02), thus indicating in 
statistical concepts that the two groups were drawn from different 
populations. 

In addition to the manic-depressive group, the paranoid patients 
receiving less than 10 treatments were also characterized by a 
shortening of the menstrual cycle (see the table). All other sub- 
groups of schizophrenia, and especially the catatonic and hebe- 
phrenic subgroups, were characterized by substantial delay in the 
first menstruation concurrent with shock treatment. The differ- 
ence in length of menstrual cycle between the catatonic and manic- 
depressive groups treated by one to nine treatments is statistically 
significant (t=2.50; P=0.02). 

With the exception of the paranoid subgroup, the menstrual 
cycles concurrent with shock treatment tend to be long in the 
schizophrenic patients, short in the manic-depressive and psycho- 
neurotic groups. Due to wide scattering and large standard devi- 
ations, the differences between means were not statistically signifi- 
cant, with the exceptions mentioned. 


Discussion 


The data presented demonstrate that endocrine function, as 
manifested by the menstrual cycle, is altered by ECT. Menstrua- 
tion may be either precipitated or delayed by the treatment. 
Whether the cycle is shortened or lengthened, is not determined by 
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the subject’s capacity to improve with treatment but rather by the 
type of illness, the diagnostic category with which she is identified. 
The manic-depressive group and the paranoid schizophrenic sub- 
group differ substantially from the remaining schizophrenic sub- 
groups, but, with the exception of the catatonic subgroup, the dif- 
ferences do not measure up to the usual criteria of reliability of 
statistical variability. On the other hand, there is little question 
of identity or nondifference in the schizophrenic subgroups other 
than the paranoid. With the exception of the second menstrual 
eycle of paranoid subjects treated by 10 to 20 treatments and the 
second cycle of manic-depressive patients treated by less than 10 
treatments, the manic-depressive, the paranoid and psychoneurotic 
groups are alike. 

In an anatomical study of schizophrenia, Lewis’ observed hypo- 
plasia of the endocrine glands and the circulatory system in all 
schizophrenic subjects except those belonging to the paranoid sub- 
group. On the basis of his findings, Lewis divided schizophrenics 
into a “compensatory” type—which included the paranoid group— 
and “nuclear,” “constitutional” types which included those charac- 
terized by hypoplastic regressive tendencies. The present study, 
which also uses an endocrine criterion, seems to differentiate 
schizophrenics in the same manner as Lewis’ study. It finds the 
paranoid schizophrenics similar to the sexually better-developed 
manic-depressives and psychoneurotics. The differences in the 
menstrual responses to shock treatment between the “nuclear” 
schizophrenic groups, as contrasted to the patterns of the para- 
noid, manic-depressive, and psychoneurotic groups, might thus be 
interpreted as being based on different endocrine structures in the 
two groups of subjects. The contrast in endocrine function be- 
tween manic-depressive and schizophrenic female patients was also 
observed by Baruk,° who, by vaginal smear technics, observed hy- 
pofunction in schizophrenics while endocrine function was within 
the normal range in manic-depressive patients. 

This investigation of menstrual disturbance as a side effect of 
ECT, did not yield a pattern which might be correlated to concur- 
rent improvement in mental condition. The amenorrhea which 
occurs in patients who improve is present to a similar extent also 
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in those who do not improve. The endocrine disturbance can be in- 
terpreted only as a true side effect, with no significance for the 
therapeutic action of ECT. 

The variation in menstrual disturbance according to diagnostic 
category contributes to the understanding of the physiological 
structure of the patients in the individual categories, rather than 
to the interpretation of the mechanisms of ECT. Precipitous bleed- 
ing in manic-depressive and paranoid individuals receiving less 
than 10 treatments might be interpreted as due to decisive with- 
drawal of pituitary hormonal support from a well-prepared, san- 
guinous, uterine mucous membrane. The delay in menstruation in 
the nuclear types of schizophrenia may also be due to inhibition of 
pituitary gonadotropic support, but, this time, in a uterine mem- 
brane which was too poorly developed to be promptly cast off in 
the form of menstruation. 

Additional factors involved in the pituitary-gonadal controls of 
menstruation probably influence the responses to ECT, but these 


are not evident from the data presented in this study. 


SUMMARY 


A review of menstrual disturbances in patients receiving ECT 
revealed that the disturbances were not related to the capacity of 
the patients to improve with treatment. However, they were re- 
lated to the type of illness and the diagnostic category. 

The lengths of menstrual cycles which were concurrent with the 
initial impact of shock treatment differed significantly in manic- 
depressive and catatonic subjects. The menstrual response to 
ECT was similar in all schizophrenic subgroups, except the para- 
noid which was more like the manic-depressive and psychoneurotic 
groups. 

The differences in menstrual response to shock treatment be- 
tween the “constitutional” schizophrenics and the other diagnostic 
groups were interpreted as being associated with differences in 
degree of endocrine development in the individual reaction types. 


39 East 75th Stret 
New York 21, N. Y. 
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in those who do not improve. The endocrine disturbance can be in- 
terpreted only as a true side effect, with no significance for the 
therapeutic action of ECT. 

The variation in menstrual disturbance according to diagnostic 
category contributes to the understanding of the physiological 
structure of the patients in the individual categories, rather than 
to the interpretation of the mechanisms of ECT. Precipitous bleed- 
ing in manic-depressive and paranoid individuals receiving less 
than 10 treatments might be interpreted as due to decisive with- 
drawal of pituitary hormonal support from a well-prepared, san- 
guinous, uterine mucous membrane. The delay in menstruation in 
the nuclear types of schizophrenia may also be due to inhibition of 
pituitary gonadotropic support, but, this time, in a uterine mem- 
brane which was too poorly developed to be promptly cast off in 
the form of menstruation. 

Additional factors involved in the pituitary-gonadal controls of 
menstruation probably influence the responses to ECT, but these 
are not evident from the data presented in this study. 
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the patients to improve with treatment. However, they were re- 
lated to the type of illness and the diagnostic category. 

The lengths of menstrual cycles which were concurrent with the 
initial impact of shock treatment differed significantly in manic- 
depressive and catatonic subjects. The menstrual response to 
ECT was similar in all schizophrenic subgroups, except the para- 
noid which was more like the manic-depressive and psychoneurotic 
groups. 

The differences in menstrual response to shock treatment be- 
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UNCONSCIOUS REASONS FOR HUSBANDS’ “CONFESSIONS” TO THEIR 
JEALOUS WIVES 


BY EDMUND BERGLER, M. D. 


—Confess and be hanged. 
Christopher Marlowe, 
The Jew of Malta (1590) 


Every psychiatrist is frequently confronted with the paradoxi- 
cal situation in which the husband of a jealous wife half admits (or 
three-quarters admits)—extra-marital “misdeeds” to her. From 
the standpoint of logic, the set-up is incomprehensible. One would 
assume that a husband who “suffers” from his wife’s jealousy 
would always be on the alert to avoid even a word or a gesture 
which might nourish his wife’s justified or unjustified suspicions. 
In the cases the writer has in mind, the husband does exactly the 
reverse. After a long period during which he persists in his de- 
nials, he begins—at first humorously, later on (often under the in- 
fluence of alcohol) half-soberly—a series of half-confessions, with- 
out any serious wish to get a divorce. At least enough innuendoes, 
allusions, hints are “planted” so that on the next occasion, the jeal- 
ous wife can begin, “As you yourself admitted” . . . and then pro- 
ceed to elaborate and embroider the “facts.” The husband then 
retreats to a blanket denial, and the game of half-confession, half- 
concealment goes on. 

People unfamiliar with unconscious mechanisms dismiss the hus- 
band’s behavior as “foolish.” They freely advise him to be more 
“careful”; sometimes they quote an unidentified author: “Confes- 
sion may be good for the soul, but it doesn’t get one much reputa- 
tion for sense.” 

It would lead too far afield to review the whole psychological 
microscopy of jealousy; the writer has done this in a recent book, 
The Superego. Only one facet of the complicated problem will be 
singled out here. 

It is obvious even to the casual observer that jealousy is painful 
and torturing to the afflicted person. The victim of the jealous 
person is equally tortured. It is easy to dismiss the problem by 
stating the applicable generality: The jealous wife and the husband 
who provides her with ammunition by innuendo are both uncon- 
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scious psychic masochists who are unconsciously amusing them- 
selves by playing their favorite game. This is quite correct; but 
the generality does not explain the specific feature. Why, if both un- 
consciously live under the shadow of the “pleasure-in-displeasure 
pattern,” do they choose jealousy as their vehicle? Why not an- 
other weapon in the large instrumentarium of self-torture? 

To concentrate on the husband who goes in for half-confessions: 
With great regularity this neurotic is revealed as a passive-maso- 
chistic man who married a shrew, not despite, but because of, her 
nagging. One can concede that the choice was made unconsciously ; 
consciously, the victim wants nothing but happiness. 

In such a marriage, the masochistic passivity of the man does 
not stand still. As the years go by, every neurosis deteriorates, 
infiltrating and taking over more and more areas previously un- 
touched. One of the results is sexual retirement, or at least increas- 
ing infrequency of sexual contact. The psychologically untrained 
wife’s conclusion is inevitable: “You don’t love me any more.” The 
next step is the also typical conclusion: “There is another woman 
in the picture.” 

The “other woman” may be part of the pattern, but she may not. 
Often transitory and meaningless “affairs” are included in the re- 
pertoire, simply because the husband is frightened by his semi- 
impotence, and wants to prove to himself that he is still the He- 
Man he imagines himself to be. As an added factor, the neurotic 
allure of the forbidden is superimposed on the situation. 

The husband’s entire psychic situation cannot be understood un- 
less the reproaches of his wnconscious conscience are taken into 
consideration. The real approaches of his super-ego are directed 
against his masochistically self-concocted “marital slavery.” To 
defend himself against this basic reproach, his unconscious ego re- 
sorts to the unconscious mechanism of “admission of the lesser 
crime.” Instead of admitting the “inner felony”: (psychic maso- 
chism), he admits the “inner misdemeanor”—running after women 
(pseudo-aggression). This mechanism of “admission of the lesser 
crime,” has, the writer thinks, decisive importance in neurosis; and 
he has elaborated the discussion of it in The Superego, The Basic 
Neurosis, Conflict in Marriage, and The Revolt of the Middle-Aged 
Man. 
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Two inner advantages are secured by this substitutive inner 
technique. First, his self-esteem (narcissism) is bolstered ; accord- 
ing to his standards, it is more “heroic” to be a “wolf” that a maso- 
chist. Second, since the poor husband unconsciously wants to suf- 
fer (and that is exactly what makes him a psychic masochist), he 
get his required diet of suffering with narcissistic safeguards, for 
the suffering is the result of an allegedly “heroic” deed. 

All this explains why these rather pathetic marital weaklings are 
so ready to confess to real or imaginary philandering. They are 
really confessing only to the narcissistically embellished “crime.” 
By so doing, they get into deeper water, but that is another story. 

Marlowe’s dictum, “Confess and be hanged,” should be slightly 
modified in order to apply fully to these psychic masochists. They 
want all the trouble they can get, but under one condition: They 
must be “hanged” for the wrong reasons. Their ball-and-chain 
marriages are unconsciously self-created, self-perpetuated and self- 
approved; in choosing their mates, they unconsciously sought and 
found neuroses corresponding to their own. 

Thus, the value of these confessions is limited. “There is some- 
thing noble in publishing truth, though it condemns one’s self,” said 
Samuel Johnson. Quite true; the trouble is that no one can con- 
sciously confess to more than he is consciously aware of. And the 
deep masochistic wish to suffer, materialized in the neurotic mar- 
riage, is not consciously known to these neurotics. They know only 
the pseudo-aggressive defense. 

Even in cases in which the facts are not repressed, the pseudo- 
confessions are worthless. There exists a perfect example for that 
in Rousseau’s Confessions. Just a century ago, the poet Heinrich 
Heine wrote this magnificently intuitive paragraph about Rous- 
seau: 

“For instance, I am convinced that Jean Jacques did not steal 
the ribbon which caused a chambermaid to be unjustly accused and 
dismissed, costing her her reputation and position. . . . Probably 
there was another offense of which he was guilty, but it was not 
theft. . . . Nor did he send children of his own to the foundling hos- 
pital but only the children of Mlle. Therese Lavasseur. Thirty 
years ago one of the greatest psychologists pointed out to me a 
passage in the Confessions, from which it seems certain that Rous- 
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seau could not have been the father of those children. The con- 
ceited old growler preferred to let himself be thought a barbarous 
father rather than bear the suspicion that he was altogether in- 
capable of fatherhood.” 


If one imagines Heine’s suspicion of conscious concealment 
transposed to the wnconscious, one arrives directly at the mechan- 
ism of “admission of the lesser crime,” as described here. 


251 Central Park West 
New York 24, N. Y. 





SOME COMMENTS ON THE NATURE, DIAGNOSIS AND PROGNOSIS OF 


NEUROTIC ANXIETY* 
BY DAVID P. AUSUBEL, M. D., Ph.D, 


Anxiety is a ubiquitous phenomenon, and anxiety neurosis is an 
exceedingly widespread disease. A large proportion of psycho- 
neurotics who consult general medical practitioners for a variety 
of somatic complaints are in reality suffering from the physiologi- 
cal manifestations of anxiety. Similarly, a goodly portion of psy- 
chiatric practice consists of patients with severe anxiety states 
whose symptoms are psychological rather than physiological in 
nature, such as subjective awareness of dread, or compulsive or 
obsessive defenses against anxiety. 


ANXIETY AND FEAR 


Anxiety must be differentiated from other kinds of fear-like 
states. Generically, it refers to an actual phobic response or to a 
tendency to respond with fear to any anticipated situation which 
is perceived as a potential threat to self-esteem. It differs from 
ordinary fear in that the source of the threat is referable to the fu- 
ture rather than to the present. A person is fearful when a mad 
dog lunges for his throat; he is anxious when he contemplates the 
loss in self-respect that would result from vocational failure. Anx- 
iety differs from feelings of insecurity, which also arise in response 
to anticipated threat, in the fact that the threat is specifically di- 
rected against the individual’s self-esteem and not against his phy- 
sical safety. In many situations, however, insecurity and anxiety 
are aroused concomitantly. The threat of possible vocational fail- 
ure, for example, is not only damaging to self-regard but also gen- 
erates genuine apprehension regarding chances for survival. 

At one time, anxiety was distinguished from fear on the assump- 
tion that a tangible source of threat was always present in the lat- 
ter reaction, whereas in the case of anxiety the source of threat 
was presumably vague and nonspecific. Thus, anxiety was re- 
garded as “free-floating” or objectless. Actually this distinction 
is groundless since the concept of objectless fear is psychologically 
meaningless. In cases of supposedly “free-floating” anxiety, care- 


*From the Bureau of Educational Research, University of Illinois. 
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ful examination invariably reveals that an actual threat is opera- 
tive, even if it cannot always be identified by the patient. And ob- 
viously there is a vast difference between the cryptic concept of 
“objectless” anxiety and the more parsimonious notion that some- 
times the patient is at a loss when it comes to identifying the source 
of his anxiety. Furthermore, in many undoubted cases of clinical 
anxiety, patients enjoy relatively complete and precise insight into 
the objects of their dread. 

Other proposed differentiating criteria between fear and anx- 
iety, such as whether the source of the threat is internal or exter- 
nal in origin or whether the fear response is proportionate to the 
objective degree of danger confronting the individual, are equally 
unserviceable. As will be seen presently, they merely distinguish 
between different kinds of anxiety. 


Norma Versus Neurotic ANXIETY 


Within the generic meaning of the term, as defined here, one can 
conceive of several qualitatively different varieties of anxiety aris- 
ing under basically different conditions of instigation. Situation- 
ally, for example, anxiety is generated in medical students when 
they are confronted with important examinations that jeopardize 
the achievement of a life goal closely identified with their sense of 
adequacy. One can induce the same type of situational anxiety ex- 
perimentally by giving subjects bogus reports which reflect ad- 
versely on their competence or personality integration. Anxiety is 
aroused during transitional periods of personality development, 
such as adolescence, when individuals have to achieve a new bio- 
social status and are kept in a prolonged state of uncertainty re- 
garding the outcome. Feelings of hostility can generate anxiety 
by threatening an individual with loss of status, as a result of an- 
tagonizing persons on whom he is dependent.’ Similarly, feelings 
of guilt can generate anxiety by exposing an individual to a sul- 
lied, reprehensible portrait of himself, at odds with the moral 
values he has internalized. 


These different varieties of anxiety have one property in com- 
mon which distinguishes them from neurotic anxiety: In each sit- 
uation described, anxiety is instigated by an objectively dangerous 
threat to self-esteem. In some instances this threat may be exter- 
nal in origin—as, for example, the crucial examination in the case 
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of medical students, or the need to acquire adult status under con- 
ditions of uncertainty in the case of adolescents. In other instances 
the source of the threat is within the person—it may come from 
aggressive impulses or from the individual’s awareness that he has 
violated certain of his moral scruples. The important thing in all 
of these cases—regardless of whether the source of the threat is 
internal or external—is that the threat is objectively capable of im- 
pairing self-esteem in normal persons. In all cases, the threat 
comes from a source distinct from the object that is being threat- 
ened; in no case does the threat to self-esteem come from impaired 
self-esteem itself. In all cases the response to the threat is appro- 
priate and proportionate to the objective degree of jeopardy con- 
fronting the individual’s self-esteem. 


In neurotic anxiety, on the other hand, the essential source of the 
threat to self-esteem does not lie outside self-esteem but is to be 
found in a catastrophic impairment of self-esteem itself. Hence, 
a person suffering from neurotic anxiety apparently over-reacts 
with fear to a perceived threat. But this over-reaction is an over- 
reaction only when considered in relation to the ostensible source 
of the threat to self-esteem—the threat lying outside self-esteem 
which precipitates the anxiety. It is not an over-reaction when it 
is considered in relation to the major source of threat to self- 
esteem which lies within self-esteem itself. An example and an 
analogy may help to sharpen this distinction. 


In a recently-conducted study of the effects of anxiety on learn- 
ing,’ individuals who showed either low or high levels of endogen- 
ous anxiety were required to solve a stylus maze blindfolded. This 
situation constituted a mild form of threat to self-esteem. If the 
subject was not able to solve the problem, he demonstrated to an- 
other and to himself that he was not very good at a certain type of 
learning. Even rats are reputed to learn to solve mazes. For all 
the subjects of this recent study, the maze represented a novel 
learning-task in which past experience was not only of no help but 
was actually a hindrance. Successful solution of the problem could 
not be accomplished without improvisation. 

The low-anxiety subjects with normal self-esteem tended to as- 
sume that they could learn to improvise successfully with a little 
practice. And if they failed, so what? So they weren’t good at 
solving mazes blindfolded. The high-anxiety subjects had a differ- 
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ent orientation. Lacking normal self-esteem, they lacked confi- 
dence in their ability to cope with new adjustive situations. They 
were frightened when their habitual visual learning cues were re- 
moved, when they had to improvise. And lacking any intrinsic 
self-esteem they were naturally dependent on the self-esteem they 
could achieve through successful performance. Thus, they could 
less afford to say, “So what?” to failure. 

What were the results?) The high-anxiety subjects apparently 
over-reacted to the threat to self-esteem emanating from the maze 
situation. The real threat, however, came from their own impaired 
self-esteem. And in terms of that threat they certainly did not 
over-react. On the first trial of the maze they became panicky and 
flustered, making a significantly greater number of errors than the 
low-anxiety subjects. But after the first trial the maze was no 
longer a new learning task requiring improvisation. It became 
more and more familiar and “old hat.” By the end of 10 trials, 
there was no longer a significant difference between the two anx- 
iety groups. 

The role of novel adjustive situations, that demanded improvisa- 


tion, in instigating anxiety in neurotically anxious subjects was 
demonstrated in a corollary experiment. When high-anxiety sub- 
jects were allowed to practice on an easier maze, first with and 
then without vision, they benefited significantly more from this ad- 
vance preparation than did low-anxiety subjects. 


These experiments could defensibly illustrate the following facts 
about the nature of neurotic anxiety: (a) that an actual threat to 
the individual apart from his own impaired self-esteem is the pre- 
cipitating factor; (b) that the most effective threat is a new adjus- 
tive situation requiring improvisation, since it hits at the very core 
of impaired self-esteem (when adjustive situations become routine 
and familiar they are no longer threatening) ; (c) that the anxiety 
response is disproportionate to the objective danger of the threat 
but not to the actual degree of threat experienced; and (d) that the 
major source of threat in neurotic anxiety lies in impaired self- 
esteem. 

The distinction between normal and neurotic anxiety can be fur- 
ther high-lighted with an analogy from heart physiology. When a 
person has a normal, undamaged heart, how can he develop heart 
failure? It’s not very easy. He has to be subjected to tremendous 
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exertion without rest, prolonged exposure to heat, severe pulmon- 
ary disease, etc. The threat to cardiac adequacy when one has a 
normal heart, therefore, lies in an objectively-punishing situation. 
Less rigorous threats to cardiac adequacy are easily compensated 
for because of the great reserve power of the heart. If the heart 
shows signs of beginning to fail when the external pressure in- 
creases, the outcome is hardly disproportionate to the degree of 
strain involved. 

But a person with a damaged heart has already exhausted ali of 
his power to compensate for increased external demands. Require 
him to run up a flight of stairs quickly, and he will be thrown into 
heart failure. In his case, the source of the threat to cardiac ade- 
quacy lies in his own damaged heart muscle, just as the source of 
the threat to self-esteem in a person with neurotic anxiety lies in 
his own damaged self-esteem. Certainly he is over-reacting with 
signs of cardiac insufficiency to a flight of stairs just as the anxiety 
neurotic is over-reacting to the stylus maze with signs of fear and 
further impairment of self-esteem. But in neither case is the re- 
action disproportionate to the actual degree of jeopardy confront- 
ing the heart or the self-esteem. 


THe OriGIn or Neurotic ANXIETY 


The crucial question, of course, is: How do anxiety neurotics de- 
velop catastrophic impairment of self-esteem so that they over- 
react with fear to perceived threats to self-esteem? A definitive 
answer to this question cannot be given at this time because there 
is as yet no definitive evidence. In the area of personality develop- 
ment, psychology and psychiatry have not yet advanced beyond the 
stage of hypothesis. This statement is probably difficult to accept, 
since one has only to open any textbook in the field to find all the 
answers neatly worked out in great detail with accompanying dia- 
grams. Explanations that are given are not offered as hypotheses, 
as ways in which personality could conceivably develop, but as if 
they were indisputably-proven, empirical truths. Yet the hard fact 
remains that existing personality theory is mainly unsystematic 
and unverified clinical impressionism. No controlled, definitive, 
longitudinal study has ever been conducted relating conditions that 
bear on personality development in childhood to measurable as- 
pects of adult personality structure. It seems to the writer, there- 
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fore, that this situation imposes some obligation of humility and 
tentativeness on personality theorists who have suggestions to 
offer. 


The writer’s own unverified clinical impression of the origin of 
neurotic anxiety® is as follows: An individual can never develop 
neurotic anxiety as long as he enjoys intrinsic feelings of self- 
esteem, by which is meant a deep inner conviction that he is im- 
portant and worth while for himself apart from what he can do or 
accomplish, and apart from the position he holds in life. As long 
as he possesses this intrinsic self-esteem, failure in achieving su- 
perior competence or status is intense, deeply-felt, discouraging— 
but always peripheral to basic self-esteem, and, hence, never cata- 
strophic. However, if one has to rely on success in performance, 
status, or vocation for whatever self-esteem he enjoys, catastrophic 
impairment following some very traumatic experience is much 
more possible. Failure is no longer peripheral but central—since 
there is now no basis for a feeling of worth as a human being. His 
sense of worth becomes purely a function of his competence or rep- 
utation; and little self-regard can remain if these are undermined. 

Feelings of intrinsic self-esteem, in the writer’s opinion, can only 
develop in one way—from a child identifying in a dependent sense 
with his parents. He can do this if he perceives that he is accepted 
and valued for himself. His all-powerful, omniscient parents can 
endow all objects, including him, with intrinsic value if they so de- 
sire. If they respond to him as a person who is worth while and 
important in his own right—just because they accept him as such 
—he tends to react to himself in the same way, since he has no 
other standards of value but theirs. He thus acquires an intrinsic 
sense of adequacy, a vicarious status which is derived from his de- 
pendent relationship to his parents, and which is independent of 
his actual competencies. As he becomes older, he will increasingly 
strive for a more primary status based upon his own accomplish- 
ments, and will develop feelings of self-esteem related to them. But 
there will always remain a residual sense of worth which his par- 
ents conferred on him by fiat—when as a child he perceived this to 
be within their power. 


Not all children, however, are fortunate enough to be accepted 
and intrinsically valued by their parents. Some are rejected out- 
right, and others are accepted but extrinsically valued, that is, ac- 
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cepted only in terms of their potential capacity for enhancing their 
parents’ egos by becoming important and successful individuals. 
Such children do not undergo dependent identification with their 
parents, since they cannot acquire any vicarious status or intrinsic 
feelings of self-esteem from such a relationship. From the very 
beginning, their self-esteem becomes a function of what they are 
able to do and accomplish, and, hence, becomes very vulnerable to 
catastrophic impairment. 

Of course, vulnerability to catastrophic impairment of self- 
esteem does not guarantee that such impairment must inevitably 
occur. However, this catastrophic impairment is frequently for 
another reason. It seems that when individuals lack intrinsic feel- 
ings of self-esteem, they are compensatorily motivated to aspire to 
higher goals and ambitions than the general run of mankind. This 
is hardly surprising when one considers that the less adequate an 
individual really feels, the more need he has to prove his adequacy 
to himself and others by superior accomplishments. In the maze 
experiments with anxious subjects, it was found that their levels 
of aspiration in relation to previous performance and to prior feel- 
ings of failure were significantly higher than those of the non-anx- 
ious subjects. This means that their aspirations were more unreal- 
istic, that their goals were not only too high, but were also ex- 
tremely resistive to lowering in the face of realistic indications for 
so doing. 

Thus, it seems reasonable to expect that rejected and extrinsi- 
cally-valued children who have no intrinsic feelings of self-esteem 
will tend to set their academic and vocational goals high, and often 
unrealistically high. If they happen to be extremely able individ- 
uals, or less able persons with wealthy fathers, all may go well, and 
they may achieve in accordance with their aspirations. However, 
there is no reason to believe that such rejected and extrinsically- 
valued individuals tend to be more gifted or more frequently re- 
lated to affluent ancestors. Hence, the chances for large-scale col- 
lapse of their grandiose and unrealistic aspirations are rather 
good; and since they have no intrinsic self-esteem to fall back upon, 
this defeat is centrally traumatic to self-esteem and possibly cata- 
strophic in its implications. This occurrence precipitates acute 
anxiety, akin to panic. If recovery occurs without psychosis, it 
leaves a permanently damaged self-esteem or, in other words, a 
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chronic anxiety neurosis, which may flare up at any time and be- 
come acute when the environment becomes too threatening. 


PROGNOSIS AND THERAPY 


If this hypothesis about the nature and origin of anxiety is cor- 
rect, it would seem that the prognosis of neurotic anxiety is not too 
good. Once an individual’s self-esteem has been catastrophically 
impaired, permanent damage has, in the writer’s opinion, been in- 
curred—damage that will forever predispose him to over-react 
with anxiety to new adjustive situations, or even to old adjustive 
situations that he has never learned how to handle. The writer has 
never witnessed a genuine case of anxiety neurosis in which com- 
plete cure has been effected. But this does not mean that anxiety 
neurotics cannot make a good adjustment to life, or that they can- 
not learn to keep their anxiety within tolerable limits. As long as 
they can prevent their environment from becoming too threatening, 
they can keep the triggering-mechanism at bay. This is not so diffi- 
cult as itsounds. Take practically any new job. Within six weeks, 
one meets 90 per cent of all the potential situations that can arise. 
Within a year one meets 99 per cent of such situations. After that, 
the job is pretty much routine. Also, if one is reaction-sensitive to 
threat, one becomes fairly adroit at avoiding, circumventing, and 
by-passing threatening situations. If avoidance is not possible, 
one can take steps to neutralize the novelty of new adjustive situa- 
tions by priming one’s self in advance. Anxiety neurotics are also 
hard-working, highly-motivated, ambitious persons. In due time 
they tend to get ahead, win promotions and acquire job security. 
All this bolsters self-esteem. Perhaps they don’t get as far ahead 
as they’d like to, but often far enough to keep the level of self- 
esteem above the threshold of acute anxiety. 

In addition, numerous defensive, anxiety-reducing, adjustive 
mechanisms are available—becoming an “awfully nice guy” who 
hears no evil and sees no evil; placating everybody in sight, from 
the boss to the office boy; rationalizing mediocrity through psycho- 
somatic symptoms or paranoid trends; creating an illusion of cer- 
tainty through compulsion; displacing and concretizing the source 
of threat through phobias and obsessions, and so on. 

Sometimes, of course, things don’t work out so well. Some anx- 
iety neurotics have very itehy ambitions that require constant 
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scratching. They expose themselves for years to threatening sit- 
uations like working for advanced degrees. Others safeguard them- 
selves from threat in a modest, protected environment, but at such 
a low level of accomplishment that self-esteem is depressed below 
the level of toleration. Hence, acute exacerbations of anxiety arise, 
with signs of panic and agitation. Most persons recover from these 
attacks. Others abandon all striving, become reconciled to com- 
plete defeat and develop depressive psychoses. Still others aban- 
don adult standards of maturity, and withdraw from the operation 
of adjusting to social reality. In other words, they develop a re- 
active schizophrenia. 

What can a therapist do for such persons? In the stage of panic, 
drastic measures are indicated—anything that will reduce anxiety 
quickly and effectively—the use of reserpine and tolserol, reduc- 
ing the burden of immediate pressures and demands on the patient, 
rendering supportive and paternalistic therapy. At this point the 
patient is incapable of taking any kind of action or making any 
kind of rational decision by himself. He has to be told what to do 
if he is to receive the benefit of any help. 

In the more chronic stage of anxiety, psychotherapy must first be 
directed toward preventing acute attacks of anxiety and their dan- 
gerous complications. Primarily this means attention to situa- 
tional conditions. That is, the patient must be helped to an adjust- 
ment that is not highly threatening to self-esteem, but at the same 
time is not pitched at so low a level that no self-esteem is obtain- 
able. Afterward or concomitantly, the following therapeutic goals 
can be striven for: acquisition of insight into the nature of anxiety ; 
abandonment of exaggerated and distortive defenses; ego-disin- 
volvement from utterly unrealistic ambitions; avoidance of exces- 
sive circumscription of the environment; and increasing tolerance 
for conscious anxiety. Subjective anxiety is psychologically more 
uncomfortable but is prognostically more hopeful than the defen- 
sive or physiological varieties. And although the two latter kinds 
of symptoms undoubtedly reduce conscious anxiety, they are, if 
physiological, more dangerous to health and life. Defensive symp- 
toms, on the other hand, may lead to serious distortions of person- 


ality, which are very resistive to change because of their adjustive 
value. 





86 COMMENTS ON NATURE, DIAGNOSIS AND PROGNOSIS OF ANXIETY 


Some Dracnostic CoNSIDERATIONS 


What about the diagnosis of neurotic anxiety? The only sug- 
gestion that the writer can offer is that valid diagnoses will be 
made by clinicians who have adequate theoretical and clinical train- 
ing, and who, above all, possess a special kind of talent—psycho- 
logical sensitivity or empathy. In the final analysis, correct clini- 
cal diagnoses can only be made by accurately perceiving the emo- 
tions, attitudes and motivations of other persons. Some clinicians 
can do this, others cannot. 

One might logically suppose that individuals entering the fields 
of clinical psychology, psychiatry or counseling are especially em- 
pathic or psychologically sensitive. But this is not necessarily 
true, and the same thing might be said for those who are in the field 
of personality research. Some of these persons would do just as 
well dealing with the statistical means and sigmas of soybean yield 
per acre or of life expectancies. Yet because of the type of phe- 
nomenology involved in personality, it does not seem possible that 
we shall ever be able to rule out subjective perceptual skills in 
identifying various dimensions of personality structure. It is very 
unlikely that we shall ever be able to diagnose neurotic anxiety by 
methods similar to those used by physicians in diagnosing anemia 
or diabetes. We are dealing with phenomena of a higher order of 
complexity than the concentration of hemoglobin or glucose in the 
blood stream. As yet, there is no really sensitive objective instru- 
ment for personality measurement that is reliable or valid enough 
for purposes of individual prediction. And the writer’s guess is 
that there never will be one. 

In the last 20 years, more subtle but also more subjective, instru- 
ments than formerly have been devised for measuring personality 
—the projective tests. But tests that rely on subjective interpre- 
tation are no more valid than the skillfulness of the person using 
them permits them to be. Hence projective tests are mostly useful 
to the skillful clinician as short-cuts. If the clinician is perceptive, 
he can make a diagnosis more quickly by using them; if he isn’t 
perceptive, he will mainly use these tests to confirm his erroneous 
diagnoses. 

When one says that a diagnostic instrument is only valid in the 
hands of a talented user, does this mean that the instrument is ca- 
pricious and unreliable and ought to be thrown away? Quite the 
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contrary. It means that it ought to be taken out of the hands of 
non-talented users. Perhaps one physician out of 10 is skillful 
enough to use the stethoscope in making an accurate diagnosis of 
difficult pulmonary conditions. Should the medical profession dis- 
pose of the stethescope, or should it refer difficult pulmonary cases 
to physicians with sensitive auditory perception? 


The point the writer is belaboring is that the most important di- 
agnostic tool in the hands of a clinician in psychological medicine 
is a certain skill or talent which enables him to perceive, and gain 
insight into, the workings of another’s personality. Like all tal- 
ents, high degrees of it are not generously distributed among the 
population. If we want to make accurate diagnoses, we shall have 
to see to it that these psychologically-talented persons become clin- 
ical psychologists and psychiatrists, instead of deluding ourselves 
that personality diagnosis can become an exact and objective sci- 
ence, or that any well-trained person with a Rorschach in his hands 
can become a good clinician. Is this position unrealistic? It is 
followed every day in other clinical fields which can lay claim to 
greater objectivity in diagnostic methods—internal medicine for 
example. 

This does not mean, of course, that a good diagnostician is neces- 
sarily a good therapist, since other qualities of personality in ad- 
dition to psychological sensitivity are necessary for therapy. In 
other words, empathic ability is a necessary, rather than a suffi- 
cient, condition for success in psychotherapy. 


SUMMARY AND CONCLUSIONS 


Anxiety is conceptualized as a specific kind of fear-response or 
tendency to respond with fear to anticipated situations that are 
perceived as threats to an individual’s self-esteem. The character- 
istic feature of neurotic anxiety is a tendency to apparent over- 
response to such threats, particularly to those posed by novel ad- 
justive situations. But in terms of the essential or predisposing 
cause of neurotic anxiety, an existing state of catastrophically im- 
paired self-esteem, the response is not disproportionate to the de- 
gree of subjectively experienced threat. 

It is postulated that neurotic anxiety only occurs in persons who, 
as a result of not being accepted and intrinsically valued as chil- 
dren, do not enjoy an intrinsic sense of adequacy which is inde- 
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pendent of their performance-ability and success in life. Such in- 
dividuals are vulnerable to neurotic anxiety because their self- 
esteem is wholly a function of the realization of their compensa- 
torily exalted and highly tenacious ambitions. 

The prognosis for complete cure of neurotic anxiety is regarded 
with pessimism, but several effective steps can be taken to prevent 
acute exacerbations of anxiety, that is, states of panic. Accurate 
diagnoses of neurotic anxiety can only be made by specially em- 
pathic clinicians with adequate theoretical and clinical training. 
Projective tests are useful diagnostic tools in the hands of such 
clinicians. The fact that these instruments require special skills 
of a subjective nature in order to be valid does not in any sense 
destroy their clinical usefulness. 
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THE USE OF HYALURONIDASE WITH INSULIN IN INSULIN COMA 
THERAPY 


BY 8. P. ALEXANDER, M. D., AND J. F. NEANDER, M. D. 


In 1929 Duran-Reynals reported that aqueous extracts of rab- 
bit, guinea pig and rat testicle acted to enhance infection in rab- 
bits, when injected along with a virus. Since then, different brands 
of hyaluronidase have been used with good results in the adminis- 
tration of fluids by hypodermoclysis, the administration of drugs 
in local anesthesia, and in other clinical applications. In the treat- 
ment unit at Rockland (N. Y.) State Hospital, hyaluronidase is 
used with 5 per cent of glucose, by hypodermoclysis. The results 
have been completely satisfactory. In 15 to 20 minutes, 1,000 ce. 
of 5 per cent glucose, with 1,000 viscosity units of hyaluronidase 
(two ampules) are absorbed and there is no swelling or pain at the 
site of injection. The procedure is extremely useful when quick 
administration of glucose fluids is imperative and the intravenous 
method cannot be used because of poor veins. This happens from 
time to time with patients during insulin coma therapy, after nu- 
merous intravenous injections of hypertonic glucose. 

Since hyaluronidase enhances the parenteral absorption of fluids, 
the writers felt that, if it was added to insulin, absorption should 
be increased and smaller doses of insulin should be required. In 
addition to insulin economy, it was thought that there might be 
other advantages, such as reduction of post-hypoglycemic enceph- 
alopathies because of lower insulin dosage—although irreversible 
coma is related not only to high doses of insulin but to other fac- 
tors, as well. 

At one time, it had been thought that smaller doses of insulin 
would be needed to ‘produce coma if intravenous administration 
were used. Trials with the intravenous method were made, and 
rather contradictory results were reported. According to Spencer, 
if only superficial comas were desired, smaller doses of insulin 
would be required and the danger of encephalopathies could be re- 
duced by intravenous injection; but if deep comas were desired the 
doses would have to be as high as with the intramuscular method. 
Good therapeutic results are achieved only when deep comas are 
reached; therefore, the intravenous method is not used as a rou- 
tine. In addition, the intravenous method has other disadvant- 
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ages, such as greater frequency of convulsive seizures and greater 
possibility of anaphylactic shock. Testing another method to reduce 
the amounts of insulin required seemed desirable. 

In making the present tests, it was also thought that hyaluroni- 
dase might give some positive answer to the problem of refractori- 
ness to insulin, observed in some patients. 


Method 


All patients on the treatment unit of Rockland State Hospital 
who were receiving insulin coma therapy were used as subjects. 
There were 51 of these patients. During one entire month, insulin 
was mixed with hyaluronidase in the proportion of 10 cc. of 
insulin (800 units) to 500 viscosity units of hyaluronidase. Pa- 
tients were not told about the experiment, and the usual routine 
was applied. An injection of insulin mixed with hyaluronidase was 
given intramuscularly at 7 a.m. The dosage of insulin was modi- 
fied according to the time the patient entered coma, in such a way 
that he would be in coma not later than 10 a. m. and not before 9 
a.m. Sakel’s criteria for coma were followed as to depth, with 
deep coma the aim of treatment. Treatment was given five times 
weekly, and a course of therapy consisted of between 40 and 60 
comas. The data were compared with similar data obtained from 
the same patients treated with insulin only, in exactly the same 
manner during their complete course of insulin coma therapy. ° 


The following were measured: (1) the variations of blood glu- 
cose levels, with and without hyaluronidase; (2) the average num- 
ber of injections necessary to produce the first coma; (3) the num- 
ber of coma reactions and number of non-coma reactions; (4) the 
number of convulsions; (5) the average coma-producing dose of 
insulin; and (6) the response of patients refractory to insulin to 
the mixture of insulin and hyaluronidase. 

The blood glucose levels of eight patients were obtained, on treat- 
ment days, in the following manner. After the injection of regular 
insulin only, blood sugar determinations were made at 7, 8, 9, 10 
and 11 a. m. and at 12 noon. After a 24-hour interval from the in- 
jection, regular insulin mixed with hyaluronidase was injected in 
the usual way; and, again, blood sugar determinations were made 
at the same intervals as on the day before. The doses were coma- 
producing doses in each individual, on both occasions. 
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Evaluating Table 1, it can be seen that, in some instances, hyal- 
uronidase did cause a rapid fall of blood glucose (Cases 1, 3 and 5) 
but; in others the opposite was seen, that is, there was a more rapid 
fall of blood glucose without hyaluronidase (Cases 7 and 8). In 


Table 1. Blood Glucose Determinations of Eight Patients During Coma Treatment 
(mg. per cent) 





7am. 8am. 9am. 10am. llam. 12m. 





78 57 33* 30 31 84 No hyaluronidase. Insulin 
290 units 
94 29 37 94 94 With hyaluronidase. Insulin 
290 units 
75 25 19* 79 68 No hyaluronidase. Insulin 
900 units 
40 19 124 With hyaluronidase. Insulin 
900 units 
60 30 No hyaluronidase. Insulin 
60 units 
30 At With hyaluronidase. Insulin 
60 units 
50 35* No hyaluronidase. Insulin 
280 units 
55 : With hyaluronidase. Insulin 
280 units 
60 No hyaluronidase. Insulin 
125 units 
40 With hyaluronidase. Insulin 
125 units 
45 No hyaluronidase. Insulin 
55 units 
41 With hyaluronidase. Insulin 
60 units 
24 No hyaluronidase. Insulin 
220 units 
49 With hyaluronidase, Insulin 
220 units 
42 No hyaluronidase. Insulin 
235 units 
72 With hyaluronidase. Insulin 
235 units 





*Time when patient entered coma. 


others, there were no significant differences. Even in these cases 
where hyaluronidase facilitated a rapid fall of blood glucose, the 
times when the patients entered coma were almost unchanged, with 
the exceptions of Cases 2 and 7. From this table, it can be seen 
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that a patient did not enter coma when his blood glucose was low- 
est. The length of the hypoglycemic stage, as well as other un- 
known factors, probably played a role. This may explain why, in 
some cases, even with a rapid fall of blood glucose, patients did not 
enter coma early but did enter it after the blood-glucose level rose. 

From Table 2, it can be seen that the mean blood sugar of the 
eight patients, during the first three hours of the hypoglycemic 
stage before the patients received glucose, presented no great dif- 
ference, whether hyaluronidase was used or not. 


Table 2. Mean Blood Glucose of Eight Patients (mg. per cent) 











One hour Twohours Three hours 
after after after 
Immediate the insulin the insulin the insulin 
pre-injection injection injection injection 


With hyaluronidase 32.3 
Without hyaluronidase .... \ 5. 30. 30.0 








Table 3 illustrates the number of injections necessary to produce 
the first coma. There is no significant difference, whether insulin 
was used alone or with hyaluronidase. 


Table 3. Average Number of Injections Before First Coma 








No. of injections before Average 


No. of patients the first coma No. of injections 








With hyaluronidase 9 70 8 
Without hyaluronidase .. 33 227 7 








From Table 4, it can be seen that 33 patients received 1,104 in- 
jections of insulin without hyaluronidase. (From the total number 
of 51 patients participating in this project, six were refractory to 


Table 4. Coma and Non-Coma Tabulation 











No. of injec- Percent- 

tions from Percent- age of 

No. of the first No.of ageof Nocoma nocoma 
patients coma comas comas_ reaction reactions 


With hyaluronidase 33 541 378 69.9 63 30.1 
Without hyaluronidase 33.2 s«i04 882 79.9 222 20.1 
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insulin; and the 12 who started in the beginning of June were ex- 
cluded.) The 33 patients, receiving 1,104 injections of insulin with- 
out hyaluronidase, developed 882 comas; and the same patients, 
while receiving 541 injections of insulin plus hyaluronidase, devel- 
oped 378 comas. The percentages of comas to injections are 79.9 
per cent and 69.9 per cent, respectively. The percentages of no 
comas to total injections are 20.1 per cent and 30.1 per cent, re- 
spectively. The difference is somewhat in favor of regular insulin 
without hyaluronidase. 

A comparison was made of spontaneous convulsions in the whole 
group of 51 patients, who received both mixed injections of insulin 
and hyaluronidase and injections of insulin without hyaluronidase. 
Some interesting observations were noted. From Table 5, it can 
be seen that when these patients received 2,003 injections of insulin 
without hyaluronidase, they developed 47 spontaneous convulsions; 


Table 5. Spontaneous Convulsions 





All 51 patients No. of injections Spontaneous convulsions Per cent 





With hyaluronidase 965 3 0.31 


Without hyaluronidase .. 2,003 47 2 





and when these same patients received 965 injections with a mix- 
ture of insulin and hyaluronidase, they developed only three spon- 
taneous convulsions. It appears, from these figures, that hyaluron- 
idase may have some preventive effect in deep insulin coma ther- 
apy against spontaneous convulsions. Spontaneous convulsions 
during insulin coma therapy present a problem, and sometimes 
continue to persist in spite of anticonvulsants given to the patients. 
It is felt that further studies are indicated, to determine whether 
hyaluronidase has anticonvulsant properties. If it has, it would 
have an advantage over the present anticonvulsants, which have a 
number of side effects. Hyaluronidase, from this experience, is a 
completely harmless medication. A study of hyaluronidase in the 
treatment of epilepsy would be of interest. In 22 patients whose 
insulin doses were fairly constant for several weeks, hyaluroni- 
dase failed to reduce the dose required to produce coma, and no 
saving of insulin was accomplished. (See Table 6.) 

Six patients were refractory to insulin while this study was con- 
ducted, and hyaluronidase had apparently no effect. These pa- 
tients had only a few comas during the entire period of the treat- 
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Table 6. Average Coma-Producing Dose of Insulin 





Ave. dose Total units 
22 patients No. comas producing coma of insulin used 





Insulin with hyaluronidase .... 296 162.3 48,070 
Insulin without hyaluronidase. . 532 164.7 87,660 





ment. They required very large doses of insulin (600 to 1,200 
units), and used to go into coma very irregularly. After the hyal- 
uronidase project was discontinued, one of these patients began to 
enter into coma with half the usual dose of insulin without hyal- 
uronidase. At present, two female patients refractory to insulin 
are under treatment. Both have failed to respond with coma on 
doses of 1,200 units of insulin with hyaluronidase. 


CoMMENT 


From the foregoing, it is the authors’ conclusion that hyaluroni- 
dase, added to insulin in insulin coma therapy, proved to have no 
value over insulin alone, in relation to the average number of in- 
jections necessary to produce the first coma, to the number of coma 
reactions, or to the responsiveness of patients refractory to insulin, 
and that it resulted in no saving of insulin. The number of spon- 
taneous convulsions was decreased, however. It is thought that 
this last observation of the anticonvulsant activity of hyaluroni- 
dase should be investigated further. No untoward reactions of 
any kind were observed. 


SUMMARY 


A study of the use of hyaluronidase in conjunction with insulin, 
in deep coma insulin therapy, has been described. Fifty-one pa- 
tients participated in this project—24 men and 27 women. Six pa- 
tients were refractory to insulin; 12 were started on insulin coma 
therapy at the beginning of the study. Fifty-one received the mix- 
ture of insulin plus hyaluronidase for one month, during different 
phases of their treatment. <A total of 2,968 injections of insulin 
were given. The property of hyaluronidase to reduce the number 
of spontaneous convulsions during insulin coma therapy, is pointed 
out. Alidase, a brand of hyaluronidase, was used in this project. 
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“MOBILITY” IN CHRONIC SCHIZOPHRENIA WITH SPECIAL REGARD 
TO PSYCHOSURGERY* 
By 


ARCHIE CRANDELL, M. D., JOSEPH ZUBIN, Ph.D.; FRED A. METTLER, M. D., 
AND NORMAN KUGELMASS, A. B. 


A perusal of hospital records and study of individual cases in 
the hospital files has given rise to the clinical impression that there 
are three types of mental patients: (1) those who remain in the 
hospital continuously without being discharged (long-term 
chronic), (2) those who are discharged soon after admission and 
remain in the community continuously without returning to the 
hospital (short-term early cases) and (3) those who move in and 
out of the hospital for longer or shorter periods during variable 
intervals of their lifetimes (oscillating cases).** The actual num- 
bers and characteristics of these three types of patients with re- 
gard to mortality and other factors are not well known because of 
the little attention that has been paid to the follow-up of patients 
once they leave the hospital. The few follow-up studies that are 
available’ tend to confirm the clinical impression about the exist- 
ence of these three types, but the significance of their apparently 
spontaneous mobility for the evaluation of outcome of therapy has 
been only recently recognized. 

To get a quantitative measure of the degree of mobility exhib- 
ited by a patient, the occlusive index? was proposed. This index 
is obtained by dividing the total number of months of hospitaliza- 
tion by the number of moves during that period and should yield 
low indices for the patients of the first type, high indices for the 
patients of the second type and intermediate indices for the oscil- 
lating group. 

In several previous studies” * the “occlusive index” was utilized 
for measuring patient mobility and in another study‘ this occlusive 
index, which is applicable to groups only, was modified into an 
“immobility index” applicable to the individual patient as well as 

*Funds for this study were made available from the National Institute of Mental 
Health, MH 305C, responsible investigator Archie Crandell, 

**Whether these three types of patients constitute a continuum or whether they really 
represent three discrete types, or perhaps even three different disease entities, is a moot 


question. This paper is an attempt at providing a quantitative measure for answering 
this question in part. 
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to groups of patients.* Both of these indices are measures of the 
average duration of uninterrupted hospitalization which charac- 
terizes a given group of patients; and they both correlate nega- 
tively with outcome on follow-up, the patients with the shorter dur- 
ation of average continuous hospitalization leaving the hospital in 
larger numbers than those with the longer duration of continuous 
hospitalization. 

To compute these indices, three measures are necessary. First, 
a basal period must be selected which is to serve as the period dur- 
ing which the mobility is to be measured. Second, a count must be 
made of the actual number of months of hospitalization for each 
patient during this basal period. To obtain this measure, absences 
from the hospital during the basal period lasting more than a fort- 
night are treated as “days out of the hospital,” while absences of 
shorter duration are neglected and counted as “days in,” since such 
short moves are not indicative of true changes in a patient’s condi- 
tion. Third, the number of moves made out of the hospital during 
the basal period (excluding the moves that were followed by ab- 
sences of less than two weeks duration) are counted. The occlu- 
sive index is obtained by dividing the total number of months of 
actual hospitalization by the number of actual moves. The basal 
period for the occlusive index in the Columbia-Greystone studies* * 
was taken as the entire period elapsing between a patient’s first ad- 
mission to a mental hospital and the date of his admission to the 
project. This period varied considerably from patient to patient, 
nevertheless the correspondence between this index and the rate of 
leaving the hospital was so close that its use has continued as an 
index of expected improvement. The relation between index and 
outcome is shown in Figure 1. 

In order to sharpen this instrument and convert it for use in in- 
dividual as well as group prognosis, the following changes were in- 
troduced. The basal period was limited to the first two years fol- 
lowing first admission, since by the end of this period the vast ma- 
jority of the patients who do not become chronic are already out 
of the hospital. This represents a natural basal period from which 

*It is, of course, to be expected that the index for a single individual would not have 
the same reliability as an index for a group. Nevertheless, when indices for single indi- 
viduals become available, the group can be subdivided into smaller subgroups consisting 


of individuals having the same or closely similar indices, and the prognosis for each of 
these subgroups could be determined from their indices. 
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to compute the probability of future hospitalization.* The actual 
duration of hospital stay (discounting the short-term absences) 
was computed in months. The number of moves out of the hospital 
was changed to the number of moves into the hospital (counting the 
first admission as the first move) in order to allow the computation 
of the individual index for patients who make no move out of the 
hospital during their basal period. 

To examine the usefulness of the new index, a study of all of the 
admissions to the New Jersey State Hospital at Greystone Park 
during 1939 was conducted.* From this group, all the patients who 
were still alive in April 1952 were followed up; and their immobil- 
ity indices were related to status on follow-up, two years, five 
years, eight years and 13 years following first admission. In this 
study, too, the index was found to correlate negatively with out- 
come. Since this study was based on all the admissions during 
1939, it included short-term (early) as well as long-term patients 
(chronic) and the intermediate group of oscillating patients. Since 
the findings of such a study might be attributable to the heterogen- 
eous nature of the patients rather than to the merits of the index 
itself, a study of a more homogeneous population was required. It 
was, therefore, thought desirable to conduct a study on a group of 
resident chronic patients who had passed the basal (two years) pe- 
riod of hospitalization to see whether there was any relationship 
between their immobility index and status on follow-up. 


The previous study of the immobility index yielded the following 
results : 


1. The average immobility index of the patients who were found 
to be still in the hospital on follow-up was numerically twice as 
high as the average index for those who were found to be out of 
the hospital, and the difference between these two indices was sta- 
tistically significant. 


*The soundness of this choice of the first two years ‘as a basal period has recently been 
confirmed by Kramer, et al. (Kramer, M.; Goldstein, H.; Israel, R. H.; and Johnson, 
N. A.: A historical study of disposition of first admissions to a state mental hospital. 
Experience of the Warren State Hospital during the period 1916-1950. Public Health 
Mon., No. 32, U. 8. Govt. Printing Office, 1955.) They report that the subsequent career 
of patients who remained hospitalized for at least two years has not changed since 1916, 
while the subsequent career of patients whose stay was shorter has varied considerably 
during this follow-up period. Apparently the first two years of hospital life are crucial 
for subsequent prediction. 
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2. An analysis of the immobility index into its two components 
-—the total duration of hospitalization and the number of moves— 
indicated that when the first of these was considered by itself, it was 
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Figure 1. The curve of the ‘‘occlusive index.’’ On the ordinate is shown the percent- 
age of cases returned to the community and on the abscissa is a number derived as 
follows: The sum of the months spent by all members of the group is divided by 
the sum of all dismissals in this group from the hospital, lasting for two weeks or 
more. This dividend is the ‘‘occlusive index’’ and is the number appearing on 
the abscissa. It will be observed that there is an inverse relationship between im- 
provement and the occlusive index. The occlusive indices for certain patients in 
the three Columbia-Greystone projects (CG I, CG II and CG III) are given. It 
will be observed that the topectomies in CG I had a better ‘‘natural’’ prognosis 
than the controls (unoperated controls CG I) and that the topectomies in the pres- 
ent project (CG III) had a poorer prognosis (an index of 53 suggests that the 
‘‘natural’’ rate of discharge could be about 22 per cent) than either, but some- 
what better than the venous ligations in CG IT. 
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related to outcome. A critical point in the duration of hospitaliza- 
tion was found at 600 days. Patients whose total duration of hos- 
pitalization during the basal period fell below 600 days had a bet- 
ter outcome than those whose duration of hospitalization exceeded 
600 days. The number of moves (or visits) lasting more than 14 
days was not by itself related to outcome. 

3. The total duration of absence (number of days of visit, not 
counting visits of less than 14 days) from the hospital was related 
to outcome in curvilinear fashion. Patients with no visits and 
those with more than 100 days of visits during the basal period had 
poorer outcomes than those in the intermediate range of visits (14 
to 100 days). 

4. The number of times the patient left the hospital (regardless 
of duration of absence) was related positively to outcome, patients 
with two or more moves to their credit having the better outcomes. 
(This positive relationship of the total of all-duration moves to 
outcome is in contrast to the lack of relationship to outcome of the 
total of longer visits—over 14 days—when these are considered by 
themselves. ) 


PrEseNT STUDY 

Since the first study was the initial attempt at developing the 
immobility index, the findings of that study require cross-valida- 
tion with another group of patients. In the course of the last 10 
years, data from which mobility indices could be calculated were 
made available for the series of psychosurgery studies conducted 
in New York and New Jersey by the Columbia-Greystone Associ- 
ates. All the patients were suffering from functional psychoses, 
primarily schizophrenia, and had been ill for at least two to 
three years when they were selected for inclusion in the psycho- 
surgery studies. The distribution of these patients by projects is 
shown in Table 1. The present study deals with three groups of 
patients who participated in the several psychosurgery projects 
conducted at the New Jersey State Hospital at Greystone Park, 
and at Rockland (N. Y.) State Hospital. For most of these groups 
of patients group occlusive indices have already been computed, 
and significant relationships between index and outcome were re- 
ported. The present study is an attempt to determine the degree 
to which the prognosis for the individual chronic patient can be 
determined on the basis of the immobility index. 
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Table 1. Distribution of Patients in the Operated and Control Groups 





N Operated Controls 





Greystone I 47 31 16 
Greystone IT ........ceeeeeees oeccceee oe 30 24 6 
Greystone IIT ............ oe vccccseres ee 21 21 0 


31 17 14 
Rockland D ...... bkdh od die Hoplea we ib tien’ 39 29 10 


168 122 46 





The immobility indices for the chronic resident sample, accord- 
ing to outcome status as of five years following first admissions* 
are shown in Table 2, and for comparative purposes the data for 
the 1939 admission study* are also shown. 


Table 2. Immobility Indices for the Patients in the Resident Chronic Sample and in the 
1939 Admission Sample by Outcome Status on Five-year Follow-up 





Immobility index 
‘¢TIn’s?? *¢Out’s’?’ 
Patient sample N M 8.D. N M 





1939 admissions sample. . 63 17.29 8.65 137 7.82 
Chronic sample 15.28 8.87 36 7.39 


Grand total 15.94 8.8 173 7.73 





*Significant on .01 level. 


The maximum number of patients in all the tables of the chronic 
sample is 168, but this total varies with the availability of the data 
for the various analyses. 

The “in” patients have an index of 15.28 which is about twice as 
large as the index for the “out” patients; and the difference is 
again statistically significant. The indices for the “in’s” and for 
the “out’s” of the present study are quite similar to those of the 
earlier 1939 admission study. Thus, the findings of the earlier 
study regarding the relationship between index and outcome are 
confirmed. This confirmation is of considerable significance, since 
the actual improvement rates in the two groups of patients studied 
were quite different. The 1939 admission group, which contained 
a large proportion of cases who never became chronic, had an im- 


*It should be noted that for some of the patients included in the Columbia-Greystone 
studies, this five-year follow-up date fell before they were selected for the project, 
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provement rate of 69 per cent, while the chronic resident sample 
had an improvement rate of only 22 per cent. 

In order to examine further the factors underlying the immobil- 
ity index, a comparison was made between the two samples for the 
following factors (1) the number of days of hospitalization during 
the basal period and (2) number of days of visit home. The eri- 
terion of outcome was also examined further by analyzing the per 
centage of time each patient was hospitalized during post-basal 
period. 


Number of Days of Hospitalization During Basal Period 


The data for the number of days of hospitalization during the 
basal period are shown in Table 3. 


Table 3. Length of Hospitalization During the Basal Period in Relation to Outcome on 
Five-year Follow-up 





Per cent ‘‘ out’? on five-year follow-up 
Duration of hospital stay Admissions study, 1939 Chronic study 
during basal period (days) N Per cent N Per cent 





89 55 49 
400-599 67 24 17 
600-730 26 84 6 
69 163 22 

36,42 

<.01 





It will be noted that although the outcome for the chronies is 
much worse than for the admissions, the duration of hospital resi- 
dence during the basal period exerts a parallel effect on rate of out- 
come. The value of Chi-square, relating duration of hospitaliza- 
tion to outcome for the two samples, is found to be statistically sig- 
nificant on the .01 level. It is important to note, however, that the 
number of days spent in the hospital during the basal period is of 
itself not a sufficient indicator of outcome, since individuals in the 
two contrasted groups having the same duration of hospitalization 
during the basal period differed considerably in outcome, the ratio 
of improvement rates ranging from 4 to 1.8 for groups of equal 
duration of hospitalization. Thus, as was previously pointed out 
by Mettler, Crandell, Wittenborn, et al.,* there must be other fac- 
tors that differentiate these two types of patients, over and above 
their immobility. 
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Number of Days of Visit During Basal Period 


The second factor underlying the immobility index is the number 
of days of visit during the basal period. In a previous study,‘ a 
negative relationship was found between outcome and number of 
days of visit during the basal period, for those patients who spent 
less than 600 days in the hospital, but not for those who spent more 
than 600 days. In the present study, too, the patients who spent 
less than 600 days in the hospital during their basal periods were 
examined to see whether the number of days spent on visit out of 
the hospital bore any relationship to outcome. The number of days 
of visit was classified as larger or smaller than 100, following the 
analysis in the previous study.* These data are shown in Table 4. 
To make the data of the first study more comparable with the pres- 
ent study, which consists essentially of schizophrenics, the schizo- 
phrenies in the first study were analyzed separately to compare 
them directly with the patients in the present study. 


Table 4. Percentage of Patients Out of the Hospital on Five-year Follow-up in Relation 
to Number of Days of Visit for Patients Who Were in Residence 
Less Than 600 Days During Their Basal Periods 





Number of days of visit 
100+- 
Per cent out N Per cent out 





Total 1939 admission sample 92 27 63 
Schizophrenic in 1939 admission sample 69 13 46 
Chronie sample ....cccecscsccceesese 41 52 38 





It is clear that the relationship between number of days of visit 
and outcome is not so striking in the chronic group as in the admis- 
sion group. The schizophrenics in the admission study show the 
relationship; but the chronic group, which is essentially composed 
of schizophrenics, does not show any relationship between number 
of days of visit and outcome. 

It must be concluded, therefore, that the trend noticed in the ad- 
mission study, for patients with no visit, or less than 100 days visit 
to have better prognoses than those whose duration of visit ex- 
ceeded 100 days, is not substantiated in this study. Whether the 
relationship found in the admission study was the result of sam- 
pling errors or whether it was lower in the present study because 
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of the eventual “chronic” nature of the group is not clear at this 
time. 


Percentage of Time Hospitalized During Post-basal Period 


In the admission study, criteria for outcome were based on the 
status of the patients at four different follow-up points: two, five, 
eight and 13 years after the date of first admission. Thus, if a pa- 
tient happened to be on convalescent status during the month for 
which follow-up was computed, he was regarded as “out” even 
though he might have returned to the hospital the next month. In 
order to get a more continuous measure of outcome, the total num- 
ber of days spent in the hospital from the end of the basal period 
and up to the last day of follow-up was computed and expressed as 
a percentage of the total number of days that had elapsed since 
the end of the basal period. This percentage of time spent in the 
hospital during the post-basal period was related to the immobility 
index (Figure 2) and to the number of days spent im the hospital 
during the basal period (Figure 3). Figure 1 shows a wide scatter 
in percentage of post-basal time spent in the hospital for the pa- 
tients with low indices (below 12) and much less variability for 
those who had high indices. The bunching of high indices for the 
group who were continuously in the hospital during their post- 
basal period (100 per cent) represents the tendency of those who 
were continuously in the hospital during the basal period to remain 
in the hospital in the post-basal periods. 

Figure 3 parallels Figure 2 rather closely except for the fact 
that there is greater continuity in the distribution of the number 
of days spent in hospital during the basal period than in the distri- 
bution of the immobility index.* 

In Figure 2 it can be seen that the patients with low immobility 
indices are drawn from two types: (1) those who spent 40 per cent 
or less of their post-basal period in the hospital and those who 
spent more than 50 per cent of this period in the hospital—there 
being no cases between 40 and 50 per cent. An examination of the 
age distribution of these two groups of patients, similar in index 

*It will be noted that in Figure 3 the cases which lie close to the x-axis are chiefly 
members of the Columbia Greystone I project. One might conclude that the patients 
in this project failed to show the expected relationship between immobility and outcome. 


An examination of Figure 2 indicates, however, that when the immobility index is used, 
the apparent lack of relationship disappears. 
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Percent Time spent in Hospital during post- 
basal period in relation to Immobility index 
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Figure 2, The relation between the immobility index and the percentage of time spent 
in the hospital during the post-basal period in five groups of patients 
undergoing psychosurgery and their controls 


but radically different in outcome, indicated that the mean age on 
first admission of those who spent less than 40 per cent of their post- 
basal period in the hospital was 40.0 years while the corresponding 
mean age for those who spent 50 per cent or more of their post- 
basal time in the hospital was 28.7 years. These data are shown 
in Table 5. This difference is found to be statistically significant 
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Figure 3. The relation between the number of days spent in hospital residence during 
the basal period and the percentage of time spent out of the 


hospital during the post-basal period 


Table 5. Mean Age at Time of First Admission of Patients with Immobility Indices 
Less Than 12 by Duration of Hospitalization During the Post-Basal Period 





Percentage of post-basal 
period spent in hospital Mean age (yrs.) 





Less than 50 40.0 
More than 50 28.66 
30.08 
3.54 





and tends to support the trend (found in the earlier admission 
study) for older patients, who were hospitalized less than 600 days 
during their basal periods, to have better outcomes than the 
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younger patients. A similar relationship is found between age and 
outcome when the number of days of hospitalization during the 
basal period is considered (Figure 3). 


Comparison of Operated and Non-operated Patients 


Since the chronic sample consisted of the patients who under- 
went psychosurgery and their controls, a comparison was made be- 
tween the operated and unoperated patients with regard to out- 
come. These data are shown in Table 6. 


Table 6. Immobility Index and Outcome After Brain Operation as of Last Follow-up 
(November 1951 for Greystone Patients and September 1951 for Rockland Patients) * 





Index less than 20 Index more than 20 Total 
Per- Per- led 
centage centage centage 
Out Total out In Out Total out In Out Total out 





Operated 18 65 2 32 32 O TH oO 
Non-operated 


controls 3 20 8 39 § 44 till 


56 4 118 23 141 16 


22 
21 «85 54 





*The post-operative follow-up of the patients included in this table varied between two 
and four years. The Columbia Greystone I patients had the longest follow-up, 4 years; 
Columbia Greystone II, 3 years; Rockland State Hospital patients, 2 years. 


The percentages out of the hospital were found to be 19 for the 
operated, and 11 for the controls. The difference between these 
two rates of outcome was not statistically significant (X’—0.68). 


In Table 6 a better outcome is found for both the operated and 
non-operated patients who have indices of less than 20 than for 
those whose indices are more than 20. Table 7 shows a similar rela- 
tionship when the subjects are dichotomized into those who spent 
less than 600 days in the hospital during their basal periods and 
those who spent more than 600 days. The question arises as to 
whether the status of a patient (in or out of hospital) on follow-up 
is related more to his immobility during the basal period than to 
the effects of brain operation. 
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Operated patients with indices of less than 20, had a discharge 
rate of 28 per cent while the non-operated had a rate of 15 per 
cent, but the difference was not statistically significant (X’*=0.73). 
For patients with indices of more than 20, the non-operated had a 
higher discharge rate than the operated. This also is not statisti- 
eally significant. 

In Table 7, for patients with less than 600 days hospitalization 
during the basal period, the operated patients had a discharge rate 
of 33 while the unoperated had a rate of 19. The difference was 
again not statistically significant (X°—0.64). The non-operated 
patients with more than 600 days of hospitalization showed a 
higher discharge rate than the operated. This too was not statisti- 
cally significant. 


Table 7. Number of Days Spent in Hospital During the Basal Period and Outcome 
After Brain Operation as of Follow-up in November 1951 for Greystone 
Patients and September 1951 for Rockland Patients 





Less than 600 days More than 600 days Total 
Per- Per- Per- 
centage centage centage 


In Out Total out In Out Total out In Out Total out 





17. «51 «(383485 1 46 2 7 18 .97:,.%% 
Non-operated 
controls ........ 13 . “= he 2 28 7 39 5 44 11 


20 «GT 230-F1 3. «74 4 118 23 141 16 





Taking operated and non-operated patients together as one 
group, and comparing those patients who have indices of less than 
20 with those whose indices are more than 20, it is found that the 
discharge rate of the former was 25 per cent while the rate for the 
latter was only 4 per cent. This is significant at the .01 level 
(X?—9.54). A similar comparison for those who spent less than 
600 days in the hospital with those who spent more than 600 days 
during the basal period also yields a significant difference 
(X?==15.30). 

Apparently, operated patients do not excel significantly in rate of 
release, but patients’ immobility during the basal period is related 
to outeome regardless of whether they were operated on or not. 

As a further evaluation of the effectiveness of the brain opera- 
tion, operated patients from the Columbia-Greystone I study were 
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matched pairwise with unoperated patients from the admission 
study for (a) number of days spent in the hospital during the basal 
period, (b) sex, (¢c) age at first admission, and (d) hospital resi- 
dence from the end of the basal period to the date of operation. 

After canvassing the two samples, 16 comparable pairs of indi- 
viduals were found. The data for outcome on four-year follow-up 
after the operation are shown in Table 8. 


Table 8. Outcome on Four-year Post-operative Follow-up of Operated Cases and 
Matched Controls 





Duration of basal 
hospitalization Outcome Operated Non-operated Total 





>600 days 4 8 
Out 0 0 
Total 4 8 
Per cent out r 0.0 0.0 
In 9 15 
Out 6 3 9 
Total 12 12 24 
Per cent out 50.0 25.0 37.5 
In 10 13 23 
Out 6 3 9 
Total 16 16 32 
Per cent out 37.5 18.8 28.1 





Considering the total number of operated and unoperated pa- 
tients, 37.5 per cent of the operated (6/16) and 18.8 per cent of the 
unoperated (3/16) were found to be out of the hospital on fol- 
low-up. A statistical evaluation of this difference indicates that it 
is not significant (X’=0.62, P>.05). Thus, for the group as a 
whole no significant difference is found in outcome between the op- 
erated and non-operated patients. 

Considering only those whose hospital residences during the 
basal period lasted more than 600 days, it is noted that not one of 
the patients in either the operated or unoperated group succeeded 
in leaving the hospital. Apparently, for patients with more than 
600 days of basal residence, the negligible prospect of discharge is 
not more favorably influenced by specific psychosurgical interven- 
tion than by unspecific therapy. 

Considering the patients who were hospitalized for less than 600 
days during their basal period, 50 per cent (6/12) were found to 
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be out of the hospital on follow-up in the operated group and only 
25 per cent (3/12) were found out of the hospital in the unoperated 
group. This difference is also not statistically significant 
(X—*.71, P>.05). 

When the operated and unoperated groups are combined and a 
comparison is made between those with the long periods of basal 
hospital residence (600 days+-) and those with the short periods 
of basal hospital residence (<600 days), Table 9 results: 


Table 9. Outcome on Four-year Post-operative Follow-up of the Combined Sample of 
Operated and Unoperated Cases by Duration of Basal Hospital Residence 





Duration of basal Outcome 
hospitalization Out Total Percentage out 





>600 days 0 8 0.0 
<600 days 9 24 37.5 
9 


32 28.1 





The patients with the short basal hospitalization record show 
37.5 per cent out of the hospital on follow-up while those with the 
long basal hospitalization record show .0 per cent out of the hos- 
pital, but this difference too was not statistically significant 
(X?==2.52, P>.10). 

Up to this point, the measure of mobility used to predict out- 
come for the operated and unoperated group was based on the dur- 
ation of basal hospitalization dichotomized into more, or less than, 
600 days. This may have been too crude a measure, and may ex- 
plain why no significant relationships were discovered between op- 
erated and unoperated groups. In order to obtain a more refined 
measure of mobility the total number of days spent in the hospital 
and the immobility index were utilized. These data are shown in 
Table 10. 


It will be noted that for the group of patients hospitalized less 
than 600 days, the immobility index for the “in’s” is somewhat 
larger than for the “out’s” in the unoperated group, while in the 
operated group the relationship is slightly reversed, but these dif- 
ferences are probably due to chance. A somewhat similar reversal 
in trend is noted with the number of days spent in the hospital as 


a criterion. 
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Table 10. Average Immobility Index, and Average Number of Months of Hospitaliza- 
tion During the Basal Period of the Operated and Matched Unoperated 
Patients in Relation to Days of Basal Hospitalization 





Days of basal hospitalization 
>600 days <600 days Total 
Treatment Index Mos. hosp. Index Mos. hosp. Index Mos. hosp. 
group* In’s Out’s In’s Out’s In’s Out’s In’s Out’s In’s Out’s In’s Out’s 





Operated 24.33 .... 2433 .... 454 488 683 8.27 1246 4.88 13.83 8.27 
Unoper- 

ated.. 24.33 .... 2433 .... 466 3.75 740 7.33 10.71 3.75 12.63 7.33 
Total... 24.33 .... 2433 .... 461 450 7.17 7.93 1147 4.50 13.13 7.93 





*This group remained continuously in the hospital during their first two years (730 
days, or 24.33 months) of hospitalization. 


When the entire sample is combined, the index for the “in” group 
is larger than for the “out” group in the operated as well as the un- 
operated group. Similarly, the number of days spent in the hos- 
pital during the basal period is also larger for the “in” group than 
for the “out” group. 


A statistical comparison of these differences is shown in 
Table 11. 


Table 11. Average Immobility Indices and Average Number of Months of Basal Hos- 
pitalization by Outcome on Four-year Post-operative Follow-up 





Operated Unoperated Total 
N Index Mos. hosp. N Index Mos. hosp. N Index Mos. hops. 





Outcome M SD. M SD. M 8.D. M_ S.D. M 8D. M SD. 
10 12.46 10.4 13.83 9.27 13 10.71 9.69 12.63 9.40 23 11.47 9.81 13.13 9.17 
6 4.88 2.66 8.27 5.67 3 3.75 0.78 7.33 3.43 9 4.50 2.21 7.93 4.83 





Total... 16 9.61 9.03 11.738.37 16 9.40 9.12 11.63 8.77 32 9.51 8.93 11.67 8.43 


egy? 3.3 2.0 
P 8: > 

The immobility index differentiates significantly between the 
“in” and the “out” patients for the total group. The critical ratio 
is 3.3 which is statistically significant at the .01 level. The number 
of days of hospitalization during the basal period did not differen- 
tiate significantly between the contrasted “in” and “out” groups 
(critical ratio=2.00, P>.05). Apparently the immobility index is 
a more sensitive predictor of outcome than the number of days 
of hospitalization alone. 


JAN.—1956—H 
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Since a comparison of operated and unoperated cases failed to 
yield a statistically significant differential between outcome groups, 
but a comparison of the immobility index regardless of operation 
produced a significant difference between the “in” group and the 
“out” group, it may be concluded that immobility is a better pre- 
dictor of outcome than the mere fact of operation for the groups 
under comparison. 


SUMMARY AND CoNCLUSION 


1. Samples of a chronic resident population were obtained to 
see whether the prognostic indicators of the previous mobility 
study, which was made on admissions,‘ would hold for a chronic 
type of hospital population. The length of hospitalization during 
the basal period (first two years following first admission) and the 
immobility index were found to be negatively related to the prob- 
ability of patients being out of the hospital at a later date, with 
those patients who remained continuously hospitalized for the en- 
tire basal period having the worst prognoses—thus confirming the 
findings of the previous studies. 


2. A comparison of the operated and unoperated patients in the 
chronic sample indicated that they did not differ in outcome on 
two- to four-year follow-up. When the unoperated and operated 
cases were brought together statistically into one group, it was 
found that immobility related significantly to outcome. 


Furthermore, even though the operated cases in this sample did 
not fare better statistically than the unoperated, the outcome in 
both operated as well as unoperated patients was closely related 
to their immobility indices. In future studies of a specific therapy, 
it would be important to compute the immobility indices for both 
the test (specific therapy) and the control group, since the superi- 
ority of the specific therapy cannot be established simply by com- 
paring the outcome in the two groups. The experimental group 
must not only be superior in outcome to the control group, but it 
must also be superior to the outcome predicted from the immobility 
index. Otherwise, nonspecific treatment could readily account for 
the results in the specific therapy group. 

The major finding of the previous admission study has been sub- 
stantiated, insofar as the relationship which was previously found 
between immobility during the basal period and later hospitaliza- 
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tion history has now been found to hold with a resident chronic 
group of patients who had passed the full two years of their basal 
hospitalization. 
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PSYCHOTHERAPY OF PHANTOM LIMB PAIN IN TWO PATIENTS* 


BY A. M. BLOOD, M. D. 


The cases of two patients with phantom limb pain are presented 
here to call attention to certain anxieties that occur in amputees 
and to show how psychotherapy can be of help. These patients 
were referred to the psychiatric service of the Ochsner Clinic in 
New Orleans, primarily because of phantom pain, though latent 
neurotic tendencies were evident in both. 


Report or Cases 
Case 1 


An illiterate man aged 53 years had not worked since July 8, 
1947, when he suffered a comminuted fracture of the left caleaneus 
after falling 20 feet from a ladder to the ground. The fracture 
healed but Sudeck’s atrophy developed, with limited motion, con- 
siderable pain and poor circulation. Permanent disability was es- 
timated to be 80 per cent. Midcalf amputation, deemed advisable 
for rehabilitation, had been performed (not at the Ochsner Clinic) 
on May 22, 1950. However, the stump had healed poorly and a neu- 
roma of the external popliteal nerve formed. A prosthesis was 
never fitted. Phantom pain in the foot and generalized nervous- 
ness became evident. Injection of the peroneal nerve with abso- 
lute aleohol, excision of the neuroma, and six lumbar sympathetic 
blocks did not lessen the pain appreciably. 

The patient was admitted to the Ochsner Foundation Hospital 
for treatment August 1, 1952 and, one week later, a midthigh am- 
putation was performed. 

The patient continued to complain of phantom pain, and psychi- 
atric consultation was requested. In the first psychiatric inter- 
view the patient talked at length about the leg, exposing the stump 
and looking at it as he talked. He felt that the surgeons who had 
performed the first amputation had “messed it up.” He wondered 
if the fibula should not have been removed. When asked about dis- 
posal of the original amputated portion of the limb, he shook his 
head and denied that he had even wondered about it. Later, though, 
he thought that perhaps “it was dissolved in acid.” He recalled 


*From the Department of Neurology and Psychiatry, Ochsner Clinic, New Orleans. 
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then that, when he was 17 years old, a man in his neighborhood had 
had to have an arm amputated. Cramping phantom pain devel- 
oped at the elbow. The arm was exhumed, the story went on, was 
found to be flexed, was straightened out and reburied, whereupon 
the phantom pain disappeared. Another man had told him about 
a phantom sensation of ants stinging a finger which had been dis- 
membered in an automobile accident; the amputee returned to the 
scene of the accident, recovered the finger and actually found ants 
on it, whereupon the phantom pain ceased. The patient then said 
that since his first amputation he had had phantom sensations 
which had diminished in intensity but still required aspirin and 
codeine. For 10 months after the operation the sole of the foot 
itched and he would reach to scratch it. The phantom sensation 
of a sore “corn” on the small toe persisted. The “corn” had ex- 
isted in actuality. 


Before the second amputation, disposal of the limb was discussed 
by the orthopedic surgeon with the man. Burial was decided upon. 
Phantom pain in the toe and knee was felt for three days follow- 
ing operation, but then subsided. The patient said that he had 
reached down to the knee several times, forgetting that it was no 
longer there. Then, a week later, after a conversation with an- 
other amputee, he was upset, and a phantom “aching” in the knee 
joint developed. The other patient had told him that cremation 
was the method of disposal of limbs at the hospital where the pa- 
tient’s first amputation had been performed. He questioned 
whether the Ochsner Foundation Hospital orthopedic surgeon had 
not also burned, rather than buried, his limb; but he was assured 
that it had been buried. Later information from the surgeon who 
performed the first amputation corroborated the assertion that the 
lower leg and foot had been cremated, and the patient was so in- 
formed. 


During the last two months in the hospital he had only slight 
phantom pain consisting of a “pulling” feeling in the knee. He was 
permitted to walk with crutches early and was pleased with the ap- 
pearance of the healed stump. He touched it and handled it in a 
delicate manner. He anticipated receiving the prosthesis, saying 
that it should be of aluminum and of light weight. During the last 
two weeks in the hospital he complained of soreness of the stump 
when practising with the artificial leg but mentioned no phantom 
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pain. Two months after discharge from the hospital he was hav- 
ing no pain in the stump and was getting along well, using his pros- 
thesis. Three months later he was having some discomfort in the 
stump and hip but no phantom pain. He complained that his pros- 
thesis did not fit well, and he was not working. He said “All in all, 
I am getting along fairly well. You people have done more for me 
than anyone else.” 

Comment. This was a compensation case and all medical care 
had been paid by the patient’s insurance company. Throughout 
hospitalization, the man showed distrust in his physicians and reg- 
istered many complaints about small details. Once when his com- 
pensation check was delayed, he became infuriated and stated that 
he was going to sue the company for as much as he could when he 
could walk again. 

This illiterate man had a rigid personality with hostility toward 
his physicians and insurance company. Undoubtedly he will con- 
tinue to complain of the prosthesis, and will not begin work until 
settlement with the insurance company is made. This case illus- 
trates clearly how memories and fantasies are elaborated about the 
experiences of other persons with phantom limbs and about dis- 
posal of the amputated parts. It is believed that discussion with 
the patient, before the second operation, of the method of disposal 
of the limb and his knowledge of disposal of the first amputated 
part helped to alleviate his anxiety. It is noteworthy that he had 
had mild phantom limb pain for two years before admission to 
Ochsner Foundation Hospital and, as this is written, has been free 
of it for five months. 


Case 2 


A farmer from Nicaragua, 42 years of age, was in Ochsner Foun- 
dation Hospital for eight months. His illness began in Nicaragua in 
September 1951, when radiation was applied to the skin of the left 
upper thigh for a fungous infection. Following this a large ulcerat- 
ing slough developed, which exposed muscle tissue and finally the 
femoral vessels. He had been hospitalized in Nicaragua and had 
received narcotics for severe pain. After transfer to Ochsner Foun- 
dation Hospital, August 30, 1952, surgical repair of the slough was 
attempted in two plastic operations, but infection, and finally fail- 
ing circulation, made the limb useless. Rupture of the femoral art- 
ery almost caused exsanguination and necessitated arterial grafting 
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and lumbar sympathectomy. Swelling, coldness, continuous pain, 
and uselessness of the leg were so evident that January 2, 1953 
guillotine amputation two inches below the trochanter was per- 
formed, leaving a short stump. The anterior side of the stump 
was not closed, as this was partially ulcerated. It healed slowly 
by granulation and skin grafting. The wound was dry and nearly 
healed upon the patient’s discharge, April 6, 1953. 

Before amputation the patient was nervous, shaky, dizzy, and 
agitated, with numerous complaints, chiefly of intense pain. Follow- 
ing amputation, he complained of pain in his head, chest, abdo- 
men and stump. He was depressed, did not want to get out of 
bed, stated he did not want to try to walk, and had to be forced to 
submit to physical therapy. He was fretful and irritable and 
moaned and groaned. He was receiving 11% gr. of seconal and 714 
gr. of chloral hydrate at bedtime and 10 gr. of aspirin and 1 gr. 
of codeine occasionally for pain. 

Two months after the amputation, a psychiatric consultation 
about the emotional state of the patient was requested. Almost 
daily psychiatric interviews were conducted until his dismissal 
from the hospital a month later. Since the patient spoke only 
Spanish, the interviews were carried out through an interpreter. 

The patient was in bed when first seen. He was a small muscu- 
lar, wiry man, with a brown complexion and Indian-like features, 
and was obviously extremely anxious. He kept the stump well 
concealed by bedcovering. He complained of intolerable “cramp- 
ing” pain in the foot and leg that had been removed, pain which 
was not relieved by narcotics. He said he sometimes cried and 
held his head. He said that when the effects of the anesthetic be- 
gan to subside, he could not believe the leg was gone and he felt 
to see if it were there. He did not know what was to become of him 
and wondered about his future. He then gave some history of his 
illness and especially of his four operations. 

When asked if he knew what disposal had been made of the am- 
putated limb, the man became panicky and said that he did not 
want to know. Then he quieted and said that he had wanted to ask 
but was afraid he “would be laughed at.” He was told that it 
might be a relief for him to know. At the end of the interview he 
was asked to show his stump to those present, which he did slowly 
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and cautiously. A warm handshake was given to him on de- 
parture. 

A brief handshake or pat on the arm was given at the beginning 
and end of each interview, and the patient was asked to show his 
stump in many interviews. This was to make him feel that others 
were interested in talking about and looking at his stump. 

In the second interview he described his home, located in rural, 
mountainous Nicaragua, where he was a small-scale coffee farmer 
and owner of a country store. He had always been active, was out- 
of-doors much, and walked great distances. He was the third of 
six siblings and the oldest son. Since the death of his father in 
1925 he had been largely responsible for caring for his aged, in- 
valid mother and his siblings. Two younger brothers helped him 
farm. He lived in his own house with a divorced sister and her 
daughter, of whom he was extremely proud. By a union out of 
wedlock, he had two sons whom he supported and visited. The 
patient’s own father had used alcohol excessively, and his parents 
had separated when he was 12 years old. When he finished school 
at the age of 14, he went to live with his father whom he loved, but 
he soon returned to his original home because he disagreed vio- 
lently with his father’s second wife. 

When asked if he had heard from his family, the patient said 
that he and one of his brothers corresponded. When questioned if 
his mother knew of the amputation, he said that his brother had 
told her, whereupon the patient burst into choking tears. When 
it was suggested that he must be very homesick, he agreed and 
continued to weep. After quieting he expressed fear that his stump 
was too short to be useful. Another patient, who was an ortho- 
pedic physician, had told him this. He was told that the short 
stump did present a problem but that it was believed it would be 
possible to fit him with a prosthesis eventually. 

The third day the patient felt better. He had had further skin- 
grafting of the stump the previous afternoon and was not afraid 
as he had been at the former operations, but he disliked the mor- 
phine he had received preoperatively, because of its “reaction.” 
Then he told of an amputee at home who had become addicted to 
morphine and told how easily narcotic drugs are obtained in Nica- 
ragua. An amputee from Honduras had visited him and talked 
about his own amputation, and this had upset the patient. The pa- 
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tient was told that one of his problems was that he was unable to 
talk about his amputation. 


The fourth day the patient complained of phantom pain and was 
concerned about whether the recent skin graft would “take.” When 
casually told that he really wanted to look at the stump, which was 
bandaged, he quickly agreed. He was pressed for more informa- 
tion about his own knowledge of amputations, and he told of an 
experience years ago, when he was assisting in a hospital, of hold- 
ing the diseased leg of a boy while the surgeon performed an am- 
putation. Afterward the patient measured the leg, had a carpenter 
make a box, and himself buried the limb. At this point he was in- 
formed that his own limb had also been buried. He became tense 
but made no response. 


The next day the patient complained much of phantom pain. He 
had slept poorly the previous night. When asked about dreams, he 
described several in which his wish to be home to look after his rel- 
atives was evident. In all dreams since the amputation he had pic- 
tured himself as having both legs intact. 


The following day the patient was cheerful and was reading. He 
said that he felt he was a coward but he was assured he was not. 
When next seen he was anxious and depressed. He finally ad- 
mitted, after telling of a dream about one man stabbing another in 
the heart, that he had been provoked by the hospital attendant and 
had become so angry that he wanted to throw his crutch at him. 


He was assured that the conduct of the attendant would be inves- 
tigated. 


The next two days the phantom pain became more severe. It was 
described as “biting,” “stabbing” pain in the foot and a “cramp- 
ing” behind the knee. It was interpreted to the patient that when 
he thought of loss of the loved limb, he probably also thought of 
how diseased and painful it really had been. He replied that he 
had been told that the amputation would relieve him of all the pain 


of the diseased limb, and he was greatly disappointed that this was 
not true. 


For the next six days the patient did not mention phantom pain. 
He did talk occasionally of the excruciating pain the radiation had 
caused and how he had “suffered until he felt he would go crazy.” 
He stayed in the wheelchair (which he had requested) much in the 
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daytime and talked with other patients. He began to talk of plans 
of going home. 

On the thirteenth day, when he began walking with crutches, the 
phantom pain returned. He admitted that walking brought back 
memories of his leg. He covered his face and said he would be 
“frightened” at his first sight of the prosthesis, The previous 
night he had dreamed of a fiesta at his home. Everyone had be- 
come exhausted and had lain down. He himself covered a boy with 
leaves, and he noticed the boy had no legs and that the stumps were 
bleeding. He accepted the interpretation that he was both persons 
in this dream—that of having been a helpless boy lying in bed cov- 
ered, and also now the adult person becoming able to stand and 
walk again. 

The patient began walking with his crutches for several hours 
each day. The stump had almost completely healed, and he seemed 
pleased with its appearance. He became quiet, relaxed and rather 
cheerful. At the nineteenth interview he stated that he had been 
thinking a great deal of his family and he was worried that they 
would be too sympathetic with him when he arrived home. He was 
told that perhaps he would really like to have his family be con- 
siderate of him. 

Several days later he was seen in the main lobby of the hospital, 
where many people pass. He was telling others about his leg, al- 
though never mentioning the pain he had suffered. 

At the twenty-second interview, three days before his discharge, 
the patient complained that the wound was not sufficiently healed 
for him to leave the hospital. He also expressed anger at the 
thought that all his friends at home would come to visit him only 
out of curiosity. His dependence upon the hospital staff was 
pointed out. The next day he was concerned for fear that he was 
walking too much and that the stump might hemorrhage or that he 
might fall and break the other leg. Again, his hesitation to leave 
the hospital was pointed out. 

The final day he admitted he had dreamed of himself walking 
with a crippled leg. He said he was still nervous, but the “senti- 
mentality” was gone. He was cheerful and was packing his bag- 
gage for the trip home. He expected to return six months later for 
stump revision and prosthesis. 
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Comment. This patient was terrified. In addition to being a 
foreigner who could not speak English, he had been wracked by a 
painful slough and infection for months and had withstood four 
operations. Psychotherapy helped relieve some of his anxiety and 
much of his phantom pain. His anxiety and pain will probably re- 
cur upon revision of the stump and fitting of the prosthesis, at 
which time he will need additional psychotherapy. 

Improvement following psychotherapy is evidenced by the fact 
that the patient was eventually able to show himself about the hos- 
pital and talk about his amputation to strangers, whereas, when he 
was first seen, he concealed the stump and was unable to talk about 
it. Also his dreams revealed himself at first as unimpaired, then 
as both unimpaired and crippled, and finally as crippled, which 
probably means that unconsciously he has accepted his defect. An 
increase in anxiety occurred, as might be expected, when he first 
used the wheelchair, first used crutches, and thought about leaving 
the hospital. 


Discussion 


Phantom sensations are known to occur following loss of the 
fingers, toes, arms, legs, nose, breast, ear, penis’ and teeth. They 
occur in a high percentage of patients who have had extremities 
amputated.’ The sensation usually is constant for two or three 
years, but the pain appears later only on certain occasions, these 
often being associated with either physical or mental upsets.* The 
phantom sensations are variously described as twisting, burning, 
twitching, pulling, wrenching and cramping. These are usually in- 
terpreted as “annoying” feelings, but some amputees use these 
same adjectives and interpret them as “pain.” 

As the discussions have been summarized by Kolb,’ phantom 
pain has been explained in neurologic, psychologic and psychiatric 
terms. The neurologic concept is that of the body image in space, 
which is obtained from multiple perceptions, built up through the 
years by continuous postural, tactile and optic sensory impres- 
sions.° The phantom appendage represents the organized impres- 
sion of a person’s image of his body before loss of the limb. As 
time goes by, the phantom part shrinks as the image of the body is 
reorganized through new sensory impressions. Gestalt psychologic 
theory supports the existence of a tendency to perceive objects as 
a whole, and this would be illustrated by persistence of the total 
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image of the body. Psychiatrically, the phantom limb has been in- 
terpreted as a wish-fulfilling hallucination, having as its function 
denial of loss of the part and the painful affect related to the loss. 

Theories of pain in a phantom part account for it as of cerebral 
or peripheral origin. The theories of peripheral origin maintain 
that there is a persisting stimulus, at the site of the severed nerve 
in the stump, which sets off volleys of painful sensory impressions. 
The fact that many operations have been used and that their re- 
sults, in general, have been unsatisfactory for relief of phantom 
pain, throws a dubious light on the peripheral theory. The cerebral 
theories assume that the pain is due to psychologic mechanisms. 

It has been pointed out’ that patients experience the loss of an 
amputated part as if it were the loss of someone close to them 
whom they love; and that they expect the lost part to be cared for 
with due respect. Discussing the methods of disposal of ampu- 
tated parts with the patient before amputation and allowing the 
patient his choice of burial, cremation, or preservation of the part 
in fluid have been suggested. 


SuMMARY 


Two cases of acute phantom limb pain in which benefit was ob- 
tained by brief psychotherapy have been reported. Attention is 
called to the fact that such patients have much anxiety about the 
method of disposal of the amputated part and much grief over the 
loss of the limb. 


Ochsner Clinic 
3503 Prytania Street 
New Orleans, La. 
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AN INVESTIGATION OF THE ROLE PLAYED BY OXYGEN AND BY 
CELLULAR RESPIRATION IN HYPOGLYCEMIC COMA* 


BY SURGIS A. KOROLJOW, M. D. 


Since Sakel presented his classic report on hypoglycemic shock 
therapy in 1933, all possible clinical implications of it have been 
carefully and repeatedly studied, classified, and recorded.* Some- 
thing has been learned also about the pathophysiological and bio- 
chemical changes accompanying insulin-induced coma. As yet, 
however, there is only a rudimentary knowledge and understand- 
ing of these processes. 

It is known that the brain oxidizes chiefly carbohydrates” * and 
that it has only a meager supply of reserve carbohydrates in the 
form of glycogen.* The conclusion that hypoglycemia should re- 
duce the consumption of oxygen by the brain’ has been substanti- 
ated by the experiments of Himwich and his co-workers.”* By 
comparing the oxygen content of the arterial blood, that is, before 
it enters the brain, with that of the blood in the jugular vein, that 
is after it leaves the brain, they find that the rate of utilization of 
oxygen during insulin coma is diminished. Thus, the normal aver- 
age consumption of 6.81 per cent by volume is reduced to an aver- 
age of 2.57 during the comatose state and to as low as 1.77 at the 
deepest point of coma in their experiments. These data point to a 
further conclusion, that, since oxygen is not being used in normal 
quantities during insulin coma, and, as the supply of it from the 
air remains constant, its content in the venous blood should become 
greater. Beiglbéck and Dussik find that this is indeed the case; 
not only is the oxygenation of the venous blood noticeably in- 
creased during insulin coma, but it may even equal that of the ar- 
terial blood.’ Wortis and Goldfarb have reported similar findings.’ 
All these results explain the clinical observation that the venous 
blood, as a rule, is bright red during insulin coma, closely resem- 
bling arterial blood. 

However, it appears that the clinical manifestations of hypogly- 
cemia are not due directly to deficiency of sugar in the blood. Sakel 
has pointed out that the occurrence of coma is relatively independ- 
ent of the blood sugar level. His observations have been repeat- 
edly confirmed by many other investigators.**? Cases have been re- 


*Read at the Up-state Interhospital Conference of the New York State Department of 
Mnetal Hygiene at Syracuse Psychopathic Hospital, April 9, 1956. 
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ported where coma occurred in patients with 60 to 70 mg. per cent 
of sugar; in others the level was reduced to as low as 30 mg. per 
cent without inducing coma. Some authors have even found that 
the sugar level rose at the onset of coma. The latter fact may in- 
dicate that the beginning of coma coincides with a sharply dimin- 
ished rate of glucose utilization. In any case, it is apparently not 
the blood sugar level, but rather the rate of utilization of sugar by 
the tissues, that is significant, particularly in prolonged coma. 
Thus we are led to suspect that a principal factor producing the 
coma is diminished tissue respiration or “hypoxia” of the tissues. 


A possible mechanism by which the hypoxia may be produced is 
suggested by another result of Beiglbéck and Dussik.* They found 
very marked alkalosis during hypoglycemia. The enzymes of the 
cells are known to require a specific and constant pH for their ac- 
tion.** Hence inactivation of these enzymes by an increase of pH 
may well be the cause of the tissue hypoxia, that is, of diminished 
ability of the cells to utilize oxygen, although, paradoxically 
enough, its amount in the circulating blood is greater than normal 
in the comatose state. In connection with alkalosis, and in view of 
the hypoglycemic patient’s tendency to fits and epileptiform twitch- 
ings, the following observation on epileptics may be significant. 
According to Hopkins, the average pH of epileptics suffering 
grand mal attacks tends to be on the alkaline side of normal, with 
values 0.07 to 0.10 higher than in normals.** 


Another group of physiological observations which appear to 
have a specific bearing on the problem was made by Paul Bert in 
1879. He found that when a warm-blooded animal breathed oxy- 
gen under a pressure exceeding three or four atmospheres, thereby 
increasing the concentration of oxygen in the blood, very remark- 
able tonic (epileptiform) convulsions were produced, and the ani- 
mal soon died.** More remarkable still, perhaps, the body temper- 
ature fell in the compressed oxygen, and the production of carbon 
dioxide was markedly decreased. Apparently the oxygen acts in 
this case as a poison which inhibits the oxidation processes in the 
tissues, possibly by changing the pH of the tissue fluids. In 
experiments on rats that were poisoned by carbon monoxide to 
such an extent that almost all hemoglobin was inactivated, Hal- 
dane has shown that the rats suffer from a slight oxygen defi- 
ciency even when supplied with pure oxygen at a pressure of two 
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atmospheres. It is known in physiology that while an animal is 
breathing pure oxygen under increased pressure, the concentration 
of oxygen in the blood increases only slightly, as extra oxygen can 
be taken up by the blood only in solution and not by chemical com- 
bination with hemoglobin; also the blood loses much oxygen in its 
passage through the capillaries. Hence, according to Haldane, the 
oxygen content of the tissues or the venous blood will probably be 
very close to normal until the oxygen is supplied at a pressure of 
over three atmospheres. This would seem to indicate that the hu- 
man patient in hypoglycemic coma has more oxygen in the venous 
blood than an animal would have while breathing oxygen at three 
or four atmospheres’ pressure. 


In connection with this, it should be noted that Sindell’® showed 
that inhalation of amy! nitrite could terminate insulin coma with- 
out further measures in some cases. He explained these results 
by the vasodilating action of amyl nitrite. Nevertheless it is 
known that amyl nitrite is also a methemoglobin-producing sub- 
stance,’’ and Sindell’s phenomenon can be interpreted equally well 
as a result of inactivation of hemoglobin by methemoglobin forma- 


tion, with consequent decrease in the oxygen concentration in the 
blood. 


Finally it may be added that cyanides given in large enough 
doses, are known to inhibit the oxidation-reduction system of (res- 
piratory) enzymes in the cells to such an extent that convulsions 
oceur.* At the same time extreme oxygenation of the blood takes 
place. 


So, in three situations described—insulin coma, oxygen poison- 
ing, and cyanide poisoning—there is an increased amount of oxy- 
gen in the blood stream. It is interesting to note that in all three 
cases, glucose, if given at the proper time and in the proper 
amounts, has been reported to control the situation. 

These facts and observations led the author to suspect that hy- 
poglycemic coma is actually produced by the excess oxygen in the 
blood through its action in paralyzing the oxidation-reduction en- 
zymes. ‘lo test this hypothesis, two types of experiments have 
been made. In one type, gaseous oxygen has been supplied to hy- 
poglycemic patients to determine its effect on the course of the in- 
sulin coma. In the other type, methylene blue has been given intra- 
venously, since this compound is known to be an effective substi- 
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tute for the enzymes in case of their paralysis as, for instance, in 
acute cyanide poisoning.”* 


EXXPERIMENTAL PROCEDURE AND RESULTS 


Two hundred thirty-two experiments were made on 12 patients. 
The tests were divided into four series. 


1. The comatose patient inhaled 100 per cent oxygen at at- 
mospherie pressure, for two to three minutes, through a standard 
mask. While the patient was receiving the oxygen the depth of 
coma was a little lightened; immediately afterward, however, he 
went into a deeper coma than at the beginning. In addition, com- 
plications, such as epileptiform convulsions, increased or prolonged 
confusion, headaches, vomiting, and a tendency to prolonged coma, 
invariably occurred. If the patient was not in coma but close to it, 
he could be helped into coma by giving him oxygen in the manner 
described. These phenomena cannot be explained by the theory 
that oxygen speeds up the use of sugar and consequently depresses 
the blood sugar level even more. Blood sugar determinations, made 
one minute before and two to five minutes after the administration 
of oxygen, always showed a slight increase, averaging 1.2 mg. per 
cent with a maximum of 6 mg. per cent, but never a decrease. This 
fact implies that the oxygen administered tends to inhibit the utili- 
zation of glucose. 


2. Pure oxygen at atmospheric pressure for two to three min- 
utes, beginning one minute after the intravenous injection of 40 
ec. of 50 per cent dextrose solution, did not arcuse the patient any 
quicker than dextrose given alone. On the contrary, it delayed his 
awakening by deepening the coma right after the administration of 
oxygen was terminated. Again it seems clear that the oxygen must 
delay or prevent the oxidation of dextrose. 


3. Methylthionine chloride (methylene blue) given intravenously 
(1 ce. of 1 per cent solution) did not produce any noticeable change 
in the clinical picture except possibly to make the coma slightly 
lighter. However, the blood sugar level showed a definite tendency 
to drop, averaging 2.2 mg. per cent and sometimes going as much 
as 6 mg. per cent below the original reading. This might indicate 
that more sugar is being used by the tissues during this test, al- 
though, because of the sugar deficiency in the tissue fluids, the 
methylthionine is clinically ineffective. 
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4. An intravenous injection of methylthionine chloride, along 
with 20 to 40 ce. of 50 per cent dextrose solution, invariably aroused 
the patient at least four to five times quicker than did the dextrose 
alone. The period of confusion was always shorter, if present at 
all; and no side reactions, like vomiting or dizziness, were noted in 
the course of this series of experiments. It was also noted that 
methylthionine, injected intravenously with dextrose, shortened 
the period of confusion after spontaneous grand mal seizures when 
these complicated insulin coma—and even prevented seizures. Fol- 
lowing these injections, there was not a single case of convulsions, 
though in control experiments they took place after coma was ter- 
minated by injections of dextrose alone. This favorable influence 
of methylthionine possibly results from a quicker restoration of 
the oxidation processes in the tissues. 


The patients selected for these tests were schizophrenics, from 
20 to 40 years of age, in excellent physical health. They received 
from 80 to 400 units of insulin to induce coma. All have shown 
satisfactory clinical improvement during the course of treatment 
and experiments, 


Discussion 


In contrast to the popular concept that anoxemia—oxygen defi- 
ciency in the blood—is the cause of all hypoglycemic symptoms, 
these experiments provide rather convincing evidence that, actu- 
ally, it is an excess of oxygen in the blood that initiates and perpet- 
uates the hypoglycemic coma. With this clue as a guide, one may 
attempt to construct a theory for the mechanism of insulin coma 
and its therapeutic effects. 


It appears that the hypoglycemia induced by insulin leads to an 
increase of oxygen in the venous blood and consequently in the tis- 
sues. The excess oxygen diminishes the production of carbon di- 
oxide, giving rise to alkalosis.** At an increased pH, the activity of 
cellular enzymes is reduced, thus restricting the respiratory action 
in the tissues. Possibly the nerve cells are more sensitive and 
therefore suffer more from this cellular hypoxia than other tissues. 
If so, the result may be a considerable trauma or destruction of 
cells in the central nervous system as described by numerous au- 
thorities.* *°** The beneficial effects of insulin shock therapy pre- 
sumably result from this controlled destruction of brain tissue. 


JAN.—1956—J 
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In confirmation of this point of view, there is the opinion of 
Sakel** that the phylogenetically younger neurons are more dam- 
aged in insulin coma than the older ones. Also, in clinical experi- 
ence one sees, almost universally, more or less stereotyped infan- 
tile features in the behavior of insulin patients awakening after 
coma. This observation suggests that the more recently developed 
psychological patterns are the more affected. It can possibly also 
explain why recent cases of schizophrenia are more amenable to 
insulin treatment. 


SUMMARY 


It has been found that when oxygen is given to patients during 
insulin coma, the coma is intensified. It is suggested that, in hypo- 
glycemia, the oxygen, that normally would combine with glucose, 
accumulates in the blood instead, increasing the pH and thereby 
inactivating the enzymes responsible for cellular respiration. Ob- 
viously if these views are correct, oxygen in excess must be re- 
garded as a toxic substance and should never be administered in 
insulin coma emergencies. On the other hand, methylene blue, a 
substitute for the non-functioning enzymes, has been found to re- 
establish the normal processes quickly and safely when used in con- 
junction with the usual dextrose solution. 
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EDITORIAL COMMENT 


“.. . IT BROKE THE BABY’S TEETH” 


The analogy can be carried too far, but man’s society seems to 
be visited by much the same ills as man the individual. It is pos- 
sible for a society, like an ill-trained person, to exist in a state of 
arrested technical development; there are still stone-age Papuans. 
Or there can be arrested intellectual development, illiterate cultures 
as well as illiterate individuals. So why not a civilization with ar- 
rested emotional development? Sometimes ours shows signs of it. 

A society with a downright emotional perversion is certainly 
possible; Nazi Germany was a state with strong paranoid trends; 
Soviet Russia is not devoid of them; and in Biblical days, Assyria 
behaved in both sadistic and paranoid fashion. Spain, in the great 
days of her empire, showed virtually paretic grandiosity—and in 
view of the “Spanish pox,” there may be more medical truth than 
literary metaphor in “paretic.” 

How does one judge the emotional maturity of a society? By its 
cult objects, the childishness of India’s worship of lingam and yoni, 
the comparative sophistication and idealization of the Egyptian 
ankh, the aggression of Rome’s eagles, or the samurai’s sword? Or 
do we judge by actual deities—Huitzilipochtli the Terrible, Mex- 
ico’s bloody god of war; or Mithra, the honorable soldier, who still 
baptized his worshippers in blood? Or what does one make of the 
near-deification of a city—Athens, Paris, Rio, even New York? 

Cora du Bois reports finding in Alor* a social structure caleu- 
lated, says Abram Kardiner,** from the treatment of the child in 
infancy to its adolescence, to produce frustration and a sense of 
emotional insecurity. If this view is sound, it should also be pos- 
sible to erect a social structure calculated not only to frustrate and 
to make insecure, but to fixate large numbers of adults at an oral 
level, and to retard development at points all the way from ado- 
lescence backward to an early infantile stage. If there are signs 
that we have, unwittingly of course, done just that, it must not be 
supposed that our culture or our era is alone, although it seems 

*du Bois, Cora (with commentary by Kardiner, Abram, and Oberholzer, Emil): The 


People of Alor. University of Minnesota Press, Minneapolis. 1944. 
**Kardiner, Abram: Sex and Morality. Bobbs-Merrill. Indianapolis, 1954. 
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possible that our achievement is unique or rare in its particular de- 
velopment of immaturity—the cult of the big breasts, the phallic 
mother perhaps, or the cruel goddess whose beauty is a threat, La 
Belle Dame sans Merci. 

This QuaRTERLY will uphold the affirmative in any debate that the 
out-thrust breast has become America’s principal cult object. Back 
when the gay nineties were becoming the early nineteen hundreds, 
the trophy collectors treasured cigarette-package cards of Lillian 
Russell and other hourglass beauties, somewhat steatopygous but, 
on the whole, creditably-shaped examples of the human female. 
Then Annette Kellerman promoted the vogue of the “healthy out- 
door girl.” Then came the first movie sirens, Pola Negri, Theda 
Bara and others, who were not outdoor types, but certainly were 
complete specimens of girl. The leg era followed, leg-photographs, 
and the first pin-ups, an art-expression emphasizing legs and gen- 
erally known by the orally-determined name of cheese-cake. 

Coneceding that the legs, no more than the breasts, are the com- 
plete girl, the legs represented a focus of interest on a generally 
genital level. The focus on breasts is a regression to an oral level. 
The first of the big-breasted pin-ups may have been Mae West. 
Consider the current list: Marilyn Monroe, Dagmar, Jane Russell, 
Marie Wilson, Sophia Loren, Anita Ekberg, Gina Lollobrigida— 
and any tabloid newspaper’s midsection for more. Betty Grable 
and Marlene Dietrich are almost the only popular survivors of the 
great “leg-art” days; it is certain that one could not compile a list 
of well-known Hollywood beauties, whose fame depended on their 
legs, to compare with any adolescent’s list of the big-breasted. 

At this point, one makes even indecent haste to disclaim any ad- 
verse criticism of our present pin-ups and their characters. As 
far as the high priestesses of the breast cult are concerned, this ex- 
ploitation is simply a happy accident. Somebody, Mae West per- 
haps, dealt faro or did bumps and grinds in a low-cut gown; we 
yokels liked it; and the cult began. The boys called for more. The 
most famous dressmaker of Paris (his motivations are immaterial) 
failed to stop it. The girls adapted for it by nature became tele- 
vision and stage and moving picture stars. It is not their fault or 
their virtue. There appears to have been a regressive need, and 
their contours filled it. A girl’s contour ean fill a regressive need, 
and she can still be a very nice girl. There is no information that 
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our current pin-ups aren’t. They are just as nice, in all probabil- 
ity, as a collection selected on the basis of knee-length hair, cupid’s- 
bow mouths, or tapering fingers. There is nothing to indicate that 
such as have them aren’t good to their mothers. And there are 
a million nice-girl imitators of the naturally endowed—they are 
wearing “falsies.” 

Along with the shift from legs to breasts, came a shift in fiction 
heroines. The sweet and innocent young thing of late Victorian 
days and the turn of the century is no longer the novel’s central 
figure. Today’s heroine of popular fiction is not only sophisti- 
cated, but is likely to be a combination of the beautiful and the 
cruel; G. Legman describes her in a bitter and brilliantly-written 
little essay* as the “bitch-heroine”—with Scarlett O’Hara and Am- 
ber (of Forever Amber) as prototypes. Without subscribing un- 
reservedly to all his premises and conclusions, one may still refer 
to this illuminating discussion for further instances of where the 
bitch-heroine can be found and how she operates. (Why is a dif- 
ferent matter.) 

Although Legman’s discussion does not emphasize the connec- 
tion, Amber at least, among his sadist-heroines, was notably big- 
breasted. It is not coincidence that the high-breasted goddesses 
and nymphs of the ancients were frequently sadistic mistresses. 
Cybele rode in a lion-chariot, and her priests castrated themselves ; 
Circe turned her devotees to swine; Medea promised eternal youth 
—and slew. As the mythographers reconstruct, the bare-breasted 
Minoan lady holding snakes was the youthful and sadistic phase of 
the Great Mother goddess of Crete. Everywhere, the great god- 
dess seems to have had such a phase. So it may not be altogether 
naive to suspect that a modern outburst of infantilism had par- 
allels in the infancy of our present culture. Yet there was some 
corrective in the infancy of culture, for the great goddess had a 
mature phase as well as an adolescent. 

If today’s exaggerated breasts are not such gross deformities as 
the multiple breasts of Diana of the Ephesians, they and Diana’s 
may both, nonetheless, be products of the same infantile nightmare 
—deprivation, refusal, menace. Consider the mechanism of fixa- 
tion caused by deprivation at the oral stage. For very exhaustive 


*Legman, G.: Avatars of the bitch. In: Love and Death. Breaking Point. New 
York. 1949, 
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discussion of orality, see The Basic Neurosis and other works by 
Edmund Bergler.* The present concern is not with orality as a 
neurosis, its cause, its multiple manifestations and its difficult 
treatment, but with one or two of its socially-presenting symptoms, 
and with possible endeavors in the way of mental hygiene, and out- 
side the field of depth psychology, to do something about them. If 
violence is done thereby to Freudian or later concepts in psycho- 
analysis, apologies are hereby tendered; the aim is not to describe, 
delimit and explain phenomena, but to detect general cause behind 
general effect. 

One may start this very superficial inquiry by considering the 
refusing mother in the role of the phallic mother. As the phallic 
mother was originally conceived, she was not necessarily a refus- 
ing and frustrating figure; Freud, discussing the phallic mother 
concept in Leonardo da Vinci more than 30 years ago, lays no 
stress on the role of refusal. But, warranted clinically or theoreti- 
eally or not at all, a fairly current concept of the phallic mother is 
that she is a refusing and threatening female, with protruding 
breast-phalli in place of the missing penis. She is the young and 
beautiful version of the great goddess in the role of destroyer and 
devourer, once-fair Scylla; the Sirens; Hel, half-corpse, half- 
queen; the Lorelei; Persephone. Big-Breasted Buttercup (with 
apologies to Sir William Gilbert and the gallant crew of the Pina- 
fore, whose Buttercup was more blundering than malicious) is the 
feminine counterpart of the ogre, Big-Bellied Ben. The Hag who 
ate the warriers in the tale of Finn MacCoul is the aging personi- 
fication of the female destroyer. In the ancient mysteries of Eleu- 
sis, Persephone was Kore, the Maiden. In Scotland of Mary’s day 
the beheading machine was the Maiden; in the French Revolution, 
it was Louisette before its renaming for Dr. Guillotin—and, guillo- 
tine or not, the thing is still commonly referred to as “the widow.” 
If one objects to the idea of a phallic mother, one can think of the 
lady as a Jungian archetype; the early, silent movies called her— 
after Kipling—a vampire; whatever she is named, the destroying 
female is a very real, a very fearsome, and a very common bogey. 
She is as old, and as young—and as terrible, as the human race. 


Convince a small boy that the female is a destroying predator, 
and one may be well on the way toward developing a retaliatory 


*Bergler, Edmund: The Basic Neurosis. Grune & Stratton. New York. 1949. 
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preyer on women, a bachelor mysogynist, a tyrannical pater fam- 
ilias, or an ordinary homosexual—depending on the breadth and 
depth of the victim’s convictions and on the proportions in which 
they are divided between the intellectual and emotional, and the 
conscious and unconscious. Convince a little girl of the same thing, 
and she may develop into a gold-digger, a harpy or a hard-hearted 
Hannah—certainly into a personification of frigidity. These hop- 
skip-and-jump psychodynamics will not be defended; they may be 
as wrong as a drought after a cloud-burst; what will be defended 
is the sound proposition that when one finds deprivation in in- 
fancy, it is often followed by abnormality in adult-hood. And one 
suspects the converse is sound; that when one finds abnormality in 
adult-hood it may often have been preceded by deprivation in in- 
fancy. When the adult abnormality is an oral fixation, one can be 
fairly sure of it. 

Today’s craze for the bra-bursting babe is just a little more than 
a slight abnormality. It is a whole culture with too much attention 
focused on the phallic mother—and more than a little afraid of her. 
But if men seek the breasts of which they were deprived in reality 
or fantasy; if they sense the phallic threat, the threat of further 
deprivation and the denial of fulfillment; mature relationships 
between the sexes become difficult or impossible. The women of 
the protruding breasts, or the false fronts, re-enact the roles they 
learned from personal deprivation. They too cannot enter mature 
relationships. It is no easier for the cat to become an equal partner 


of the mouse than for the mouse to become an equal partner of the 
cat. 


The big-breast cult is a sign and a symptom of a basic disorder, 
not the basic disorder itself. It is a symptom found widely in our 
culture; how deeply it goes and how serious is the disorder that it 
represents, are other questions. There is no doubt that we show 
in other ways our oral trends and fixations. Widespread over-in- 
dulgence in alcohol and widespread chain-smoking are easily-ob- 
served oral traits. Another is our all too common compensatory 
overeating, and its converse, ritualistic calory-counting to regain 
the figure of youth—coincidentally perhaps, the time of oral de- 
pendence. Or one could cite a trend toward statism that has been 
charged at one time or another by persons of virtually every politi- 
cal complexion against persons of every other. As distinguished 
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from realistic changes to adapt to changing times (and no opinion 
as to these is expressed or implied here), the trend is of the over- 
dependent person, seeking to be fed, clothed, cared for in every de- 
tail, by some agency or other of government. No practising psy- 
chiatrist would doubt that infantile deprivation is a factor in this 
desire of adults to be cared for like infants. It is not a new desire; 
one can recall the straggling infantryman of tradition who longed 
to be back in the ranks where there was a sergeant to do his think- 
ing for him; his tribe has simply increased. 

What difference does all this make? It makes the difference 
that, if the signs and portents are what they seem, we are unfitting 
ourselves as individuals and as a society to cope with personal and 
world problems. Immaturity in a culture can probably be as dan- 
gerous as naiveté, ignorance or superstition. We are not inviting 
survival in an atomic age if we act like adolescents. If we grasp 
for unattainable relationships, if we masochistically seek frustra- 
tion or disappointment as individuals, we can also act as imma- 
turely in international relations. And there is the small matter of 
personal happiness. The mental ill health of arrested development 
is not adding to the satisfactions that life should offer. 

Suppose one takes up the question symptomatically. From the 
social point of view, we treat the display of immaturity which we 
call alcoholism symptomatically. That is, we treat aleoholism as 
if it were a discrete disorder; we do not begin by treating the un- 
derlying insecurity ; we begin by treating the alcoholism and work- 
ing back to the underlying causes; and we must frequently rest— 
though not rest content—with suppression of the symptom, leaving 
the patient to cope in some other way with his underlying neurosis. 
So it also is with obesity, where the orally-fixated former fat man 
must generally continue to fight his abnormal appetite with calory 
charts and determination—and all too often without psychiatric 
assistance. 

If one ean fight aleoholism and obesity symptomatically, why not 
the somewhat weaker pattern of immaturity represented by the 
breast cult? Psychiatry and other groups which think adult man 
should be an independent, selfreliant organism have been battling 
the trend toward statism, attacking it symptomatically and on an 
intellectual level. Why should not the same pattern of attack have 
some effect on big-bust adulation? Medicine has interested itself 
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in the past when custom, or fashion or whim has menaced physical 
health. Medical people were in the forefront of the campaign of a 
generation ago to free women from foot distortion through the 
fashion of wearing too tight shoes; the gynecologists led the move- 
ment which stopped compressing women’s abdominal organs in too 
tight lacing; why not a little medical interest in a cultural matter, 
not of physical, but of mental, ill health? 

The road to treatment here is necessarily the road of reason, the 
approach by way of the intellect, with the hope that the emotions 
can be reached eventually. One could make a good start by recall- 
ing what the breast is for. The famous imaginary visitor from 
Mars would never guess—unless he arrived in one of the earth’s 
“backward” areas. The breast in our culture is stared at and 
whistled at; by the less inhibited, it is slavered at. It is presented 
on the screen, out-thrust on the stage, paraded behind the drum 
majorette’s baton at the head of the band; if the breast is ever used 
in our culture for its primary biological purpose, the Martian 
stranger to human reproductive activities would never know it. 


What that purpose is, any high school biology student and many 
fortunate younger children know. But the adult male half of so- 
ciety—and many members of the adult female half as well—act as 
if the nursing function were wholly unknown. This remark and 
much other comment entered here are inspired by a paper by Betsy 
Marvin McKinney, “The Sexual Aspects of Breast Feeding,” in 
the December 1955 issue of Child-Family Digest.* Mrs. McKinney 
notes that even the excellent health booklets published by the New 
York State Department of Health for boys and girls show the 
breasts and show how they develop at puberty but do not tell what 
they are for. This is not being nasty-nice; no anal function is con- 
cerned; and it is not being nice Nelly. It is rather, one may sug- 
gest, a matter-of-fact recognition of the maturing process, coupled 
with a totally unconscious observance of what seems to be the ap- 
proach of a taboo on public breast-feeding and on discussion of 
breast-feeding. 


This, as the ages of man’s culture go, is comparatively new. 
Babies were breast-fed publicly as well as privately until modern 
times—as a matter of necessity. Animal milk was, anciently, not 


*McKinney, Betsy Marvin: The sexual aspects of breast feeding. Child-Family 
Digest, 13:4, 45-57, December 1955. 
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plentiful, not safe and not easy to keep from spoiling. The modern 
“formula,” by which cows’ milk is made to approximate human milk 
—or is, at any rate, made more suitable for the human infant’s 
needs—was unknown. So mothers nursed their babies. And when 
mothers themselves could not, wet nurses were found who could. 
. . . Or a baby died! 

The act of nursing was no more socially or conversationally ta- 
boo in ancient times than any other act of eating. The nursing re- 
lationship between mother and child was taken for granted. When 
the great artists of the Renaissance painted the Madonna and 
Child, they made the relationship implicit. In more primitive art, 
in pre-Christian painting and statuary, the relationship was fre- 
quently explicit. It is explicit in the art of many cultures other 
than our own today. It was even explicit in European art as late 
as the sixteenth century when Tintoretto painted his great Birth 
of the Milky Way. He shows a nude, reclining goddess—probably 
Juno—with a god holding a babe up to suck. Light, sparking into 
stars, streams from both nipples. The gods of Olympus were closer 
to nature than are we; the giving of her milk by Greece’s Hera or 
Rome’s Juno was an accepted adoption which made a mortal im- 
mortal. The great Tintoretto was a thousand years removed from 
the classic gods—only four hundred years from us. He must have 
seen nursing mothers daily, the women of the people, if not the 
great ladies of Venice. 

In our own day, such a subject as Tintoretto’s seems not to be 
considered art; it seems, in fact, not to be considered quite nice; 
and one could compile a large volume of instances in which modern 
ladies, out of step with their times, have had to fight doctors and 
nurses to gratify their outlandish desires to breast-feed their own 
babies. For these many years, we have had dairy herd inspection, 
pasteurization, and supplementation in “formulas”; and today’s 
women have reached the happy state where they are not forced into 
a horrid practice which may change the shape of the breasts from 
out-thrust pseudo-phalli to functional, milk-giving organs. This 
freedom from nursing is not precisely a new ambition of the emo- 
tionally immature mother. There were southern belles of planta- 
tion days who bound their breasts tightly to stop the milk flow, and 
handed their babies over to Negro wet-nurses; there were fashion- 
able ladies of medieval and early modern Europe who turned their 
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children over to nurse to foster-mothers among their servants; 
there must have been queens and empresses, and doubtless famous 
harlots, who did the same thing—sinee civilization began. But it 
remained for our day to make this decadent luxury possible—like 
fresh oranges and stuffed olives—for the common people. 

If one concedes that this is, on the whole, a harmful social trend, 
and if one seeks to help reverse it by sociological procedures— 
which is suggested here—something in the nature of a mental hy- 
giene educational campaign is needed. We adults need to recog- 
nize, and our children need to be taught, what the breasts are for 
and why they are important for the human race. They are part of 
the physical endowment which has made the development of human 
society necessary and of human achievement possible. In the sim- 
plest possible terms, humanity would not be where it is today if 
women laid eggs and left them to hatch in the sun—or even warmed 
and guarded them until hatching and then scratched for insects for 
human young. The long period of breast-feeding of primitive man 
and the long period of dependence on the mother of primitive hu- 
man young necessitated human teaching and learning, as distin- 
guished from instinctive animal achievement. It also necessitated 
the creation of various forms of the human family—to guard, to 
provide for and instruct—through the long period of infantile and 
childhood dependence, and it is one of the biological factors that 
brought about eventually our other than familial social institutions. 


On some other world under some other possibly-to-be imagined 
conditions, intelligence and civilization might have been developed 
by different creatures under different circumstances. But we owe 
much of ours (and this is not to minimize the importance of gen- 
eral restraints on sex) to the fact that primitive women had to 
nurse their young. Modern, civilized women do not—and the race 
may have lost something thereby. This QuarTERLY is not sounding 
the horns or beating the drums here and now in a militant cam- 
paign for breast-feeding. But it is reasonable to point out temper- 
ately that bottles and formulas and feeding procedures now in use 
are substitutes for breast-feeding; and there is no convincing evi- 
dence that these substitutes are either better than, or as good as, 
the original procedure, which was founded on human biology and 
human necessity. In medicine—as in merchandising—the burden 
of proof is on the advocates of the substitute. 
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Where the bottle and nipple have displaced the breast, they have 
done so largely for social reasons—with many obstetricians also 
more than ready to subscribe to the myth of “not enough milk,” to 
still a worried mother’s conscience. It has been enormously more 
convenient for our generation of mothers to mix formulas and fill 
bottles—to be administered by Grandma or Cousin Sue or a little- 
girl baby-sitter—than to take their babies everywhere. A mother 
can now do many things, attend many functions she would not be 
able to attend, if she had to take a nursing infant along. The nurs- 
ing bottle has made her life easier, more varied and interesting. 


Assuming (untruthfully) that the nourishment in the bottle is 
as good as mother’s milk, there are things the nursing bottle can- 
not supply. It cannot supply love, warmth or any sort of human 
relationship. A baby can be well-bottle-fed and starved for affec- 
tion. The mother who substitutes the bottle for her breast at least 
owes her baby the love and attention he should have had, had she 
nursed him at the breast. In fact, she owes extra love and affec- 
tion. Even with breast-feeding, an oral trauma is inevitable; at 
least it is considered so by our foremost students of the subject. 
But lavish love—real love, not simply going through the motions— 
can make it easier to bear. One would judge from the behavior of 
today’s male adults that many of them act as if they had had un- 
necessary exacerbations of infantile oral traumata; they still reach 
for the unattainable and threatening breast. 


One would judge also from today’s female adults that many of 
them have the sears of similar experience. They were refused and 
threatened (or believe they were), for refusal of love and nourish- 
ment is a threat; now they refuse and threaten in their turn. If 
the playing of this role is not always tragic, it is certainly not 
comic, particularly for the young woman whose normal and aver- 
age physical equipment does not include the flaring breasts which 
are today’s ideal attributes. She is not only consciously inade- 
quate, compared with the overdeveloped type, but her unconscious 
castration complex—or, if one prefers, her sense of feminine in- 
feriority—is mightily reinforced thereby. The big-breast cult not 
only appeals to the immature in men; it sets up an immature ideal 
for women as well; and it causes suffering aplenty among the vast 
numbers of normally-formed girls who do not meet the standard 
of over-development. Strangely—it can be said parenthetically— 
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many of us remember when the reverse was true; 30 or 40 years 
ago, the young gir! with overdeveloped breasts was laughed at and 
suffered great embarrassment. 

Perhaps it should be said that this is no exposition of the idea 
that giving milk is the only legitimate purpose of the human breast. 
The title of Mrs. McKinney’s paper—to which reference has al- 
ready been made—stresses the “sexual aspects” of breast feeding, 
using the term “sexual” in the Freudian sense of physical pleasure 
and referring to the physical pleasure derived by both mother and 
child from breast-feeding. The breast as a secondary sex charac- 
teristic has no less legitimate a pleasure-function—both for the 
woman and her mate. It is an object to be looked at, touched, 
played with if one likes, with resulting pleasure to both man and 
woman. In psychoanalytic terms, the breast is an erogenous zone, 
to be appreciated and used as such. But this is not its complete 
purpose. It is not primarily something to be looked at or touched 
by a sexual partner; it is not primarily a work of art or a play- 
thing, though it may properly be both; but it does not fulfill its pur- 
pose if these things are the end and the all. 

A serious arrest of development is supposed to be behind every 
socially-unacceptable paraphilia from voyeurism to homosexuality. 
How can we bring up children to maturity or achieve satisfactory 
standards of maturity ourselves, if we subscribe to a cult that cen- 
ters sex interest at a point of arrested development? Psychiatry 
today recognizes exhibitionism and voyeurism as normal interests 
during human developmental stages and as normal preliminary 
and adjunctive phenomena for adult sexual activities. But it re- 
gards arrest at one of these developmental or preliminary stages— 
concentration of interest on it and failure to grow beyond it—as a 
serious abnormality. Oral fixation, which includes fixation on the 
breast, is immature and abnormal psychosexual development in the 
narrow personal sense, as well as in the broader sphere which com- 
prehends all man’s adult familial and social activities. And infan- 
tile or adolescent interest by the adult in the breast is only one ele- 
ment, of course, in a generally immature state of mind which is re- 
flected in ill-considered marriages, casual divorces, and a romantic, 
fairy-tale attitude toward adulthood in general and its responsibili- 
ties. Breast-fixation is only one symptom of a social ill. But in 
treating a social ill, one almost necessarily treats symptomatically 





142 EDITORIAL COMMENT 


—as has already been noted—and idealization of the phallic- 
breasted female might be a good symptom at which to start the 
attack. 


This discussion aims to take no moralistic stand and to draw no 
moral issue, beyond the general issue involved in the fact that 
something bad for society cannot be altogether good morality. But 
the question is less one of morality versus immorality than of good 
versus poor mental health. It is not healthy for our society or for 
our nation in the world society to halt our emotional growth at an 
adolescent (or earlier) level. Within our own society, a situation 
where the immature woman is the ideal is as bad for women as for 
men. Not only is the overdeveloped out-thrust breast unattainable 
by millions of girls who are made miserable thereby; but extrava- 
gant emphasis on it is no sort of desirable preparation for the 
adult business of becoming a wife or a mother. If strutting across 
a Hollywood set or parading ahead of a brass band is the thing in 
life most greatly to be desired, that is what our young women will 
seek to prepare for, not for further adult activities. 

As some slight measure of treating a symptom of social imma- 
turity, it seems appropriate to suggest that we make a start by edu- 
cating our children, and their elders, as to what breasts are chiefly 
for, and that we lend a sympathetic ear to those seeking to encour- 
age their use for that primary purpose. Mrs. McKinney has a good 
deal to say about this, and her article* is hereby recommended for 
both general and professional reading. It is not necessary to fol- 
low her all the way to recognize that her general point of view is 
sound—that breast-feeding is good for the baby and good for the 
mother, hence good for the race. Conceding that many pediatri- 
cians, and gynecologists, and some psychiatrists, will find many in- 
stances where breast-feeding is contraindicated, the idea that it is 
generally better for all concerned than any substitute could stand 
some more active medical support than it has been getting. It 
might be good, too, for many a person long past the nursing stage, 
to be reminded of the breasts’ primary purpose; the reminder 
might help combat an attitude that is close to fetishism—not per- 
version fetishism of course, but a tendency toward arrested de- 
velopment at the breast-fixation level. Such a tendency, if not too 
deeply rooted, and it is not in many cases, might be affected by 


*McKinney, Betsy Marvin: Op. cit. 
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appropriate manipulation of the environment, and emphasis on the 


primary purpose of the breasts might be such appropriate manipu- 
lation. 


Nobody, of course, would expect to affect a real fetishist, or a neu- 
rotic with strong fetishistic tendencies, in any such simple fashion. 
But fewer and fewer such persons might develop as time goes on. 
As children grow, in our society, their ideals of masculinity change. 
Why not their ideals of femininity also? One may see the masculine 
ideal develop from the big boy down the block, to the high school 
athlete, the professional ball player, the mayor, the chief of police, 
the president, or the head of the university, the chairman of the 
board of the giant corporation, or General MacArthur, or Albert 
Schweitzer, or Bertrand Russell, or Albert Einstein. Most of these 
idealized people have grown through and passed beyond the male 
exhibitionistic phase. Why should not the feminine ideal also pro- 
gress to maturity—past the exhibitionistic phase to that of adult 
accomplishment—to Helen Hayes, Queen Elizabeth Il, Agatha 
Christie, Mme. Curie, Dorothy Dix, or the woman superintendent 
of schools, or the distinguished attorney, or maybe the mother of 
three remarkable sons, including a president? That is, without in 
the least disparaging sex attraction, why should we not try to see 
that our sons admire and our daughters try to be like Mrs. Jones, 
the young psychologist, with two handsome children and an intel- 
lect like a scientific instrument, or like Mrs. Brown, who is attrac- 
tive, intelligent and cultivated and is doing such a splendid job of 
running the Red Cross blood bank? We can still admire the dryad, 
or the nymph, or the wow-what-a-girl phase of womanhood—as 
long as men are men, there is no danger that they won’t—and still 
believe that the ideal woman is something more mature. 

This suggestion that a “career woman” or an attractive and suc- 
cessful mother is to be preferred as an ideal to the present top- 
heavy pin-up is no endorsement of gluey sentimentalism about 
motherhood. Between Mother Machree and Marilyn Monroe, one 
would take Marilyn every time; Marilyn’s type is normal if not 
adult; Mother Machree (or her wailing son) should be institution- 
alized. And Hollywood’s ideal girl is much to be preferred to 
Strecker’s poisonous “Mom” and her works;* the unweaned vic- 


“Strecker, Edward: Their Mothers’ Sons. Revised edition. Lippincott. Philadelphia. 
1951. 
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tim of “Mom” is even more regressed than the perpetual adoles- 
cents who pant after top-heavy movie beauties. 

It should be said again that this is not criticism of the Hollywood 
girls—only of the cult that has grown up around them. Holly- 
wood’s “ideal” actresses certainly include the intelligent and the 
borderline, the neurotic and the normal, the pleasant and the dis- 
agreeable; and when some of them grow up and develop personali- 
ties, they may be as justifiably attractive to mature men as they 
now are to the immature variety. And it should be said again that 
substitution of part of a woman for the whole is nothing new in the 
way of a cult object. Tiny feet were, not so long ago, a fashion 
fetish in both Europe and America; and many women suffered to 
the point of deformity from too tight shoes. In China, with the 
same objective, all upper class women’s feet were once deformed. 

Steatopygia is a fetishistic ideal among the Hottentots, and, 
fortunately for Hottentot men, Hottentot women are naturally 
steatopygous. (Or maybe the relationship is vice versa.) A 
steatopygous statuette is one of the oldest and most prized objects 
of art of Europe’s old stone age, when men apparently worshipped 


it. And around the turn of the century, American and European 
women achieved artificial steatopygia—with more than a hint of 
fetishism in it—by use of bustles; falsies are the modern analogy. 


The breast, of course, has seen the light of day before. The bare- 
breasted ladies of Minoan Crete apparently accepted the out-thrust 
and exaggerated breast as an ideal. Exaggerated breasts were 
ideals of female beauty in England of the fifteenth century and of 
the restoration period; and in France from Louis XIV to Napoleon. 
There was more than a trace of breast-fetishism in those periods, 
too, though through the early modern, and all through the ancient, 
world, this fashion must have had natural limits set by the neces- 
sity of baby-feeding. 

If these periods terminated somehow, there is the more reason 
to think that today’s attention to the exaggerated breast—which is 
still more of a social preoccupation than a psychological fixation— 
will end also, and that its end can be hastened by well-concerted 
mental hygiene measures. The process might be the easier in that, 
even now, there may be something like unconscious recognition 
that devotion to the phallic mother is less than completely satis- 
factory. America’s World War I army had a picturesque and vul- 
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gar phrase for disappointment, a figure of speech expressing de- 
privation at the breast: “Tough titty! It broke the baby’s teeth.” 
It is not easy to believe that the idea originated with a person who 
had a background of infantile satisfaction, or that it became an all 
but universal jeer among men who had never felt they had been 
denied in infancy. It is, however, not hard for the psychiatrist to 
believe that more general use of the breast for its appointed pur- 
pose might save, in adulthood, many metaphorical teeth. 


It is also not hard to believe that more general recognition—re- 
gardless of use—of the breast’s primary purpose would contribute 
in adulthood to greater emotional maturity and more widespread 
mental health. One should voice a word of caution here. Breast- 
feeding or any other human activity should not be justified on the 
ground that it is natural because it is a mammalian function and is 
a necessity for the “lower mammals.” Man has come a long way 
from mammalian life in its “state of nature”; he has developed his 
own functions and his own needs; and they are as natural to him 
and as legitimate as are other needs to the lower animals. The hu- 
man breast has other functions—psychosexual as well as physical 
—than that of nourishing the human young; and nothing written 
here is intended to deprecate or belittle them. They are simply not 
the breast’s primary functions. Thus, the breast has an important 
aesthetic role; and it has an important role, though a preliminary 
one, in adult love-making. It is when the aesthetic and the prelim- 
inary are substituted for full adult activity, and the breast itself 
begins to be substituted for the whole woman, that the social and 
psychological situation can be deemed unhealthy. 

However important the breast in actual nursing, a woman is not 
a nursing bottle, a sugar tit or a cow. However important the 
breast may be for other valid human purposes, a woman is also not 
a French post card, a cocktail party plaything, or an object of 
phallic worship—and fear. 

For the most part, breast fetishism is still in the cult phase, is 
still a superficial phenomenon psychologically. It is sanctioned 
by whistles and leers and falsies and fashion and by Hollywood’s 
choice of what Hollywood considers “ideal.” It should not be too 
great a shock for only mildly addicted breast-cultists to realize that 
a woman is a complete person, not merely a pair of accessories— 
however attractive the accessories may be. For the sake of our 
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national emotional and mental maturity, some mental hygiene ef- 
forts toward this realization would seem appropriate. These would 
not, of course, help the genuine pervert-fetishist—who needs psy- 
chiatric treatment anyway—but they would probably do him no 
harm. And the unperverted but neurotic male, who is really un- 
comfortable at the realization that breasts are not all, would never 
progress to a full genital level anyway. Besides, he is not wholly 
without recourse. Man’s cup runneth over with other socially-tol- 
erated oral riches. 





LETTERS TO THE EDITOR 


CONCERNING ‘‘R DOREMI’’ 


To the Editor of THe PsycHiatRIic QUARTERLY : 
Sir: 

I have just read your editorial comment ‘‘R Doremi’’ in the October 
1955 issue of THE PsycHIATRIC QUARTERLY, with approval and sympathy. 
I have not any professional experience in the field of therapy, musical or 
otherwise, and so my opinion must be taken as that of the ‘‘educated lay- 
man”’ or interested reader. My interest is to deplore the muddle in think- 
ing about music and music as therapy—as you so appropriately have done. 

My agreement with your discussion extends until the last page, where 
there are two statements which, I believe, are not inescapable and wherein 
may lie the unrecognizd germ of the muddle. ‘‘First, mental disease is a 
disease of the emotions.’’ Except when there is a special reason for such a 
statement, as in this case, is it not more usual to say that mental disease is 
a disease of the personality? Not only emotions, but perceptions, interpre- 
tations, organizations, relationships, communications—all the bases of feel- 
ing and action—are awry. ‘‘Second, man’s whole dealing with music is pri- 
marily affective; music is an emotional . . . experience.’’ The first part of 
this statement is probably not true (unless one may say that man’s whole 
dealing with everything is primarily affective; this depends on the sense 
in which ‘‘primarily’’ is used). As to the second part, the hearing of 
music, and not music, is the experience. Furthermore, exactly what ex- 
perience the hearing of music is is what needs to be investigated. The mud- 
dle stems, I believe, from simply labeling the central factor in the discus- 
sion ‘‘emotional,’’ as if this could deseribe such a complex activity. 


My purpose in writing is to reeommend to your attention two illuminat- 
ing discussions of the basie nature of music and musical experience. They 
are ‘‘On the enjoyment of listening to music,’’ by H. Kohut and S. Levarie 
(Psychoan. Quart., 19:64, 1950), and the chapter ‘‘On significance in 
music,’’ in Philosophy in a New Key, by Suzanne Langer, New York, Men- 
tor Books, 1953). 

The former authors consider the sources of musical pleasure in terms 
both of musical structure and of internal experience, and their correla- 
tions between the two are on a level which completely avoids the pitfalls of 
trying to establish (for example) that a certain piece of music is ‘‘happy.’’ 
Miss Langer’s thesis is that music, like language, is one of man’s primary 
symbol-making activities—not an outburst of emotion—and that the real 
problems are to find out what it is about and what it has to say that lan- 
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guage doesn’t. Her conclusion is that music ‘‘stands for’’ unverbalizable 
feeling states—that its function is not to elicit them but to present them in 
knowable form. Kohut and Levarie outline the problem in comprehension 
thus posed and suggest some of the specific emotions which are involved in 
every musical experience. 

The assimilation of a new orientation—whether that of one of these au- 
thors or some other—is an essential prerequisite to the planning of research 
or the interpretation of new data. I feel sure that only a basic change in 
the conception of musical experience along the lines implied by these au- 
thors will eventuate in fruitful investigation of the subject of music as 
therapy. 

IL1a GOEBEL 
1122 East 55th Street 
Chicago 57, Tl. 





fae 
_ 


IDIOPATHIC GLOSSODYNIA 


To the Editor of THe PsycHIATRIC QUARTERLY : 
Sir: 

The undersigned are investigating the psychosomatic and psychodynamic 
aspects of the problem of idiopathic oro-lingual paresthesias and particu- 
larly idiopathic glossodynia (burning tongue) in which eases the histories 
and repeated oral examinations are always negative, as are the laboratory 
findings. These factors lead us to believe that this frequently seen syn- 
drome (five new patients per week, perhaps, in our clinic) has a psycho- 
somatie origin and requires psychotherapeutiec measures for elimination. 

However, owing to the sometimes transitory character and lack of severity 
of the disease, psychiatric clinics are unwilling to treat these cases on an 
experimental basis without charge. In addition, the reluctance of such pa- 
tients to pay for such therapy privately or to entertain the thought of com- 
menecing psychotherapy has prevented a study of the effectiveness of psy- 
chotherapy in eliminating the symptoms of this disturbance. 

This letter is written with the hope that psychotherapists reading this 
appeal will co-operate with us to the extent of supplying us with informa- 
tion relative to findings in patients now under treatment in their practice 
who have ‘‘burning tongue’’ symptoms. We realize, of course, that in nearly 
all instances the burning tongue would be only one of a group of complaints 
for which the patient is being treated. However, we are focusing our at- 
tention on this aspect of the syndrome. 

We would, therefore, be most appreciative if any physicians having such 
a patient now or previously under treatment would advise us of this fact 
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together with whatever brief information he may feel is pertinent as to 
history, physical examination, course of illness, therapy, and results. 

We are interested particularly in the psychodynamic aspects of this 
somatization reaction ; whether the therapist felt it was primarily one more 
manifestation in an oral personality ; or whether the symptoms appeared as 
a regressive defense against other instinctual conflicts. We are aware that 
this is just one of the components in a psychopathologic constellation, but 
its frequency warrants investigation. 

With the above information we hope to be able to describe better the syn- 
drome of idiopathic glossodynia and ascertain the efficacy of psychotherapy 
for patients presenting this problem—one of great consequence to those 
practitioners whose chief area of concern is the oral cavity. This import- 
ance can be demonstrated both in terms of numbers of patients and the se- 
verity of the complaints as expressed by them. 

Through the courtesy of the editor, we take this opportunity to appeal to 
the readers of this journal to make available any such case histories as they 
may be willing to place at our disposal. Of course, all the sources from 
which such information emanates will be suitably acknowledged in the pub- 
lication which we hope will result from this study. : 

Kindly address your reply to Dr. Austin H. Kutscher, School of Dental 


and Oral Surgery, Columbia University, 630 West 168th Street, New York 
32, N. Y. 


CarLos J. DaLMau, M. D., 
and 

Austin H. Kurtscuer, D. D. S., 

Research Associate, Division of 
Stomatology. 
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A Guide to Psychiatric Books. Second revised edition. By Karu A. 
MENNINGER, M.D. 157 pages including author index. Grune & Strat- 
ton. New York. 1956. Price $4.75. 

This is a second edition of Dr. Menninger’s checklist and guide to books 
in the field of psychiatry and related disciplines. It is considerably en- 
larged, is generally re-arranged and on the whole is improved materially. 
Menninger brings his list from 1949 to 1955 with this revision. There are 
important changes and additions under numerous topics. For example, 
more than twice as many books are noted under the schizophrenias as were 
in the original list. There is a material increase in the listings for reading 
by clergymen and counselors, and assignment of considerably more import- 
ance to this section. 

Other lists for special purposes are included, an excellent one, for ex- 
ample, for residents in psychiatric training. This covers topics from the 
philosophy of science through mental hygiene. A useful and comprehen- 
sive list for general practitioners also considerably enhances the scope of 
usefulness of the book. The compiler offers the volume with becoming mod- 
esty and with notation that he cannot expect it to meet with everybody’s 
approval or to cover the field completely. However this may be, this book 
should be regarded as indispensable in any institution where psychiatric 
residents or practitioners of related disciplines are being trained. 


Intensive Group Psychotherapy. By Dr. Grorce R. Bacw. XI and 446 
pages. Cloth. Ronald Press. New York. 1954. Price $6.00. 

Dr. George R. Bach, author of Intensive Group Psychotherapy, was a 
student of Kurt Lewin, working in the field of group dynamics. His book 
deals with both theory and practice in a group therapy situation. The au- 
thor feels that the relationship that exists is unique for both patient and 
therapist. What the author is trying to do is to show that psychoanalysis, 
field theory, and the author’s personal ideas can be merged to produce a 
frame of reference from which a practical system can be evolved and used 
in psychotherapy. 

This book is primarily written for practitioners and for students who are 
receiving training in this area. At times the specificity with which the au- 
thor speaks of the size of the group, of the time to be used, the physical 
space needed to hold the meeting, and the method used to select members 
and to reject them leads one to think that this text is a little on the ‘‘cook- 
book’’ side. Perhaps the author feels that this is operationally necessary 
at the present time to facilitate a more systematic view without actually 
implying rigidity. 
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The Chemistry and the Metabolism of Nervous Tissue. (Die 
Chemie und der Stoffwechsel des Nervengewebes.) Third Colloquium 
of the Society for Physiological Chemistry, Mosbach-Baden, April 
1952. IV and 153 pages including bibliography, and 23 charts, tables 
and figures. Cardboard. Springer Verlag. Berlin-Gottingen-Heidel- 
berg. 1952. Price DM 15.60. 


This little book contains a wealth of information. The first lecture by 
Holger Hyden of the Medical Academy of Géteborg, Sweden, reveals the 
results of studies of the quantitative changes of the essential elements of an 
individual nerve cell in response to an adequate stimulus, that is, changes 
in increased function. With the entirely original and new method, called 
by the author ‘‘ Roentgenmikroradiography,’’ Hyden is able to study the 
chemical structure and changes of the smallest substance of the normal 
nerve cell during life, disregarding pathologie processes. E. Klenk of the 
University of Koeln, Germany, reviews in the second lecture the present- 
day knowledge of the chemical structure of nerve cell and nerve fiber. 

H. Weil of Malherbe, England, discusses critically the status of the en- 
ergy metabolism of nervous tissue and its relationship to function. He em- 
phasizes that it is not yet possible to analyze by biochemical methods the 
specific function of nervous tissue. The energy metabolism of the brain in 
situ under aerobie and anaerobic conditions is the subject of the fourth lec- 
ture, by E. Opitz of the University of Kiel. This very informative presen- 
tation is accompanied by a lively discussion which reveals additional un- 
published research of great practical and experimental value. New the- 
ories in the field of the stimulation of the nerve are offered by R. Staempfli 
of the University of Bern. The last lecture of the colloquium deals with a 
problem, especially interesting for the clinician, the mutual relationship of 
brain and liver, presented by Elfriede Albert of the research institute for 
brain and psychopathology of Frankfurt, Germany. 

It is impossible to outline the wealth of old and new knowledge presented 
in this report. It must be studied in detail by all who are concerned with 
the physiology and pathology of nervous and mental disorders. The exten- 
sive—almost complete—bibliography contributes to the value of this pub- 
lication. 


Prisoner in Paradise. By Garet Rogers. 438 pages. Cloth. Putnam’s. 
New York. 1954. Price $3.95. 


This is the melodramatic story of a medical student ‘‘gone wrong’’—and 
becoming a quack doctor, practising a private cult. It is compared un- 
justifiably on the dust cover with Thompson’s Not as a Stranger, which has 


claims to an approach to reality, whereas this effort represents a peak of 
unreality. 
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Final Contributions to the Problems and Methods of Psycho- 
Analysis. By Sanpor Ferenczi. 447 pages. Cloth. Basie Books. 
New York. 1955. Price $6.50. 


This is the third and final volume of the selected papers of Sandor Fer- 
enezi, and it presents his later writings, including some posthumous papers. 
A wide variety of topics is covered and the papers are of varied length, in- 
cluding short ones, as well as many notes and fragments. Topics include 
analytic technique; paranoia, homosexuality, and neurosis; child analysis 
and the relationship of psychoanalysis and education; Freud’s contribu- 
tions; and critical discussions of the contributions of psychoanalysis. On 
this latter topic, the author presents his own views which in later years dif- 
fered somewhat from Freud’s. Clara Thompson says in the introduction, 
‘*He (Ferenczi) was questioning the too great emphasis on disposition and 
constitution, he was pointing out that the reality problems between parents 
and children had been too neglected, and—most heretical of all—he attacked 
the hypocritical imperviousness of analysts—specifically their need to be 
above human frailty.’’ 

As in the previous volumes, the writing in this volume is clear and 
smooth. An original thinker, Ferenczi is stimulating to read for his clini- 


cal insights and broad observation. This book is an addition to the classics 
of psychoanalysis. 


The Age of Conformity. By ALAN VALENTINE. 179 pages. Cloth. Regnery. 
Chicago. 1954. Price $3.00. 


A bitter and vehement attack is directed against conformity in American 
life: ‘‘democratice culture is failing democracy.’’ So one-sided is the au- 
thor that he confesses in the preface: ‘‘I share some of the resentment 
others may feel against the author of this book.’’ Perhaps the most re- 
vealing sentence in the work is this passage: ‘‘It is still possible—though it 
will be very difficult—for American society to develop an aristocracy of 
talents and virtue.’’ 


Dialogues of Alfred North Whitehead. Recorded by Lucian Price. 
396 pages. Cloth. Atlantic-Little, Brown. Boston. 1954. Price 
$5.00. 


Contained herein are 43 practically verbatim dialogues of Whitehead by 
one of his most ardent admirers. It is the work of a devotee; and the char- 
acter and depth of Whitehead, the philosopher, and Whitehead, the sci- 
entist, are revealed as only a person who knew him intimately could reveal 
them. 
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The Graphomotor Projection Technique. By Samus. B. KurtssH and 
Raymonp H. GEHL. 133 pages with illustrations. Paper. Thomas. 
Springfield, Ill. 1954. Price $3.75. 


The ‘‘graphomotor [test] is a sampling of psychomotor activity repre- 
senting a fusion of physiological and psychological processes’’ and plausi- 
bly assumes, in common with most expressive techniques for describing per- 
sonality, ‘‘that every activity and expression of the individual is related 
intimately to his total personality functioning.’’ The trick of course is to 
show how! Essentially the graphomotor test centers about a graphic free 
association, the graphic productions being unstructured, and the subject 
instructed to ‘‘just let your mind and your hand go freely.’’ Subsequent 
steps in the testing procedure are variations on this theme. Scoring fol- 
lows for the most part, general principles of graphology, and is subject to 
the usual serious criticisms of the graphic analysis technique. A compara- 
tive analysis of the performance, with regard to 17 different test factors or 
signs, of 200 normal controls matched with 200 schizophrenic patients is 
offered, purporting to demonstrate the discriminative ability of the test in 
revealing personality and pathological characteristics. Typical graphic re- 
productions illustrate various pathological categories. Instructions for ad- 
ministration, scoring, and interpreting the test are included, with a brief 
discussion of the history and the rationale for graphic techniques. This 
reviewer feels that the reliability and validity of the test are open to con- 
siderable question. 


Make the Most of Yourself. By Lee R. Stemver. 302 pages. Cloth. 
Prentice-Hall. New York. 1954. Price $3.95. 


Another guidebook for the lonely, dissatisfied, and problem-beset lay- 
man! The outline of the book is typical, with the usual gantlet of rules 
and directions to run to become happy, popular and well liked; and an- 
other array of checklists by which you determine if you are unhappy, un- 
popular, lonely—enough to need to follow them. Desirable social traits are 
neatly catalogued. Directions are provided for the construction of a mood- 
eycle chart and for observation and recording of certain prominent moods, 
and for obtaining and interpreting the mood-cycle score. A similar chart 
for entry and computation of one’s daily satisfaction-dissatisfaction ratio 
is included. The meaning of dreams, courtship, sex, and marriage are dis- 
cussed ; the ‘‘inferiority complex’’ is analyzed; and the benefit and value 
of ‘‘work and its place in a good life’’ is lauded. One relatively new sec- 
tion is the listing of some 20 pages of occupations and vocations for those 
seeking work or careers. As such books go, this homey volume is probably 
one of the least annoying of the current harvest of psychological guidebooks 
for the layman. 
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Homosexuality. A Cross Cultural Approach. By DonaLp WEBSTER 
Cory. 440 pages. Cloth. Julian Press. New York. 1956. Price $5.00. 


When ‘‘Donald Webster Cory’’ wrote The Homosexual in America (re- 
viewed in this QUARTERLY, October 1951) he described himself as a homo- 
sexual using a pen name. His book was a defense of homosexuality as a 
normal way of life. As editor of the book now under review, he pre 
sents ‘‘a cross cultural approach’’ which is carefully compiled to present 
the same unscientific viewpoint. This reviewer is reminded of a book on a 
different subject of some currency a few years ago. It was by a medical 
man and was entitled Be Glad You’re Neurotic. Cory’s accumulated lit- 
erary efforts might be justly entitled Be Glad You’re a Homosexual, and 
subtitled, ‘‘We Are Better Men (or Reasonable Facsimilies Thereof) Than 
You Are.”’ 

Mr. Cory’s present book is a compilation of somewhat villainous poten- 
tialities. His ‘‘cross cultural’’ articles are very carefully selected to make 
heroes, or at least very admirable characters, of homosexuals. They include 
Edward Westermarck’s well-known and outdated essay on ‘‘homosexual 
love,’’ in which Westermarck accepts the idea of congenital inversion. Ed- 
ward Carpenter’s highly reputed but also outdated little book, The Inter- 
mediate Sex, is reprinted in full; it makes the same assumption from the 
point of view of a man who himself seems to have been a ‘‘non-overt’’ or 
celibate homosexual. Richard Burton’s ‘‘terminal essay’’ to The Book of 
the Thousand Nights and a Night is a selection. Hans Licht’s literary 
study, Male Homosexuality in Ancient Greece, is another article included. 
(Because it mentions many real and reputed homosexual great men?) 

The selections from medical and psychological literature are extraordin- 
ary. An article on ‘‘Defensive Homosexuality’’ is reprinted from the En- 
cyclopedia Sexualis. It is by Gilbert Van Tassel Hamilton, M. D. It deals 
with homosexuality as a defense against incest, covers the homosexual be- 
havior of apes in captivity and presents the astonishing case history of a 
female patient of Dr. Hamilton who was attracted homosexually to a nurse, 
was encouraged by Dr. Hamilton to tell the nurse, and ‘‘got well.’’ ‘‘ With- 
out any connivance on my part,’’ says Dr. Hamilton, ‘‘the two effected a 
permanent homosexual union.’’ Well! 

Albert Ellis’ peculiar belief that insistence on ‘‘exclusive heterosexual- 
ity’’ under all cireumstances is neurotic, is brought out in an article by 
Ellis which is included with the editor’s approval. An article by Dr. 
George W. Henry in Pastoral Psychology to the effect that a pastor in 
counseling a homosexual should try to bring the homosexual to a point 
where he can live ‘‘on reasonably good terms with himself,’’ is another se- 
lection in the Cory volume and is, in this reviewer’s opinion, misused to 
imply that because Dr. Henry has investigated homosexuality without 
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prejudice, he must approve of it. Mr. Cory concludes his volume with a 
short essay of his own, which again aims to deny that there is anything 
wrong with a homosexual that social acceptance won’t cure and that he 
should have an open and honored place in society. 

This is, of course, a well-intentioned book. But it is an effort by the vic- 
tim of a serious neurosis to point to his neurosis with pride and inspire 
others to emulate him. Fortunately, homosexuals are not made by exhorta- 
tions. Unfortunately, people in need of medical treatment can be convinced 
by poisonous nonsense of this sort that they are not only not in need of 
treatment but that they are very fortunate individuals indeed and should 
be happy about the whole thing. Cory is careful not to misrepresent psy- 
choanalysis by however well-chosen words, but is equally careful to mis- 
represent it by omission and misdirection. He neglects to include any rep- 
resentative work at all by any of the newer psychoanalytic authorities. For 
instance, although he permits a contributor to mention Bergler, and al- 
though he himself—as was made manifest in his earlier book—is acquainted 
with and misunderstands Bergler’s work, there is no paper by this very im- 
portant writer in his symposium. (One might have tilted the balance.) 
Cory does not mention such important work on homosexuality as that of 
Ernest Jones or Helene Deutsch. 

Cory’s book is reviewed here at length because its appearance is decep- 
tively innocent. It appears to be a fair and reasonable view from many 
angles of an important subject. It is not! It is, in fact, propaganda that 
is very cleverly disguised and is dangerously subversive to mental health. 


The Object Relations Technique. (Book plus test cards.) By HERBERT 
Puituipson, M. A. 224 pages. Cloth. Free Press. Glencoe, Ill. 1955. 
Price $10.00. 


The author describes an interesting and potentially valuable addition to 
the clinical psychologist’s armamentarium of projective techniques. Mr. 
Phillipson is clinical psychologist at the Tavistock Clinic in London and 
the book concerns his new Object Relations Technique, which may prove to 
be a useful addition to a projective test battery. 

The book describes the rationale of the test, which grew out of experience 
in individual and group psychotherapy, and the author presents one long 
and detailed case interpretation and several shorter interpretations, as well 
as normative data on preliminary, small-sample, normal and delinquent 
groups. 

The test is comprised of 13 cards similar to the TAT cards. These are 
divided into three series of four cards each: A, B and C, plus a blank ecard. 
Series A stresses light shading; series B emphasizes heavy shading; series C 
uses color in addition to shading. Each series contains a one-person, two- 
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person, three-person and group situation. The test combines the shading 
and color features of the Rorschach with the basic features of the TAT. 
The basic rationale of the test is to uncover early object relations, using 
psychoanalytic concepts, particularly the theories of Klein and Fairbairn. 
As the author states ‘‘ These analysts [chiefly Klein and Fairbairn] demon- 
strate that object relations exist within the personality as well as between 
the personality and the external world, and that the inner world of object 
relations determines in a fundamental way the individual’s relations with 
people in the external world. This inner world of objects—more strictly 
object relations—is basically the residue of the individual’s relations with 
people upon whom he was dependent for the satisfaction of primitive needs 
in infancy and during early stages of maturation.’’ 

The test’s utilization and emphasis of shading is taken from Rorschach 
rationale in an attempt to get at early dependent needs and anxieties. The 
use of vague situations attempts to uncover early interpersonal conflicts re- 
lated to object relations. Color in the series C cards is intended to heighten 
the subject’s emotional involvement in the task and to determine his ability 
to deal with the intensified emotional aspects of the stimuli. 

The rationale of the test is both interesting and dynamic. The combining 
of Rorschach and TAT theory seems fairly reasonable and sound. One im- 
portant feature, which seems to be an improvement on the TAT, is the 


greater vagueness and unstructuredness of the cards. This quality would 
seem to make the test useful as an addition to the TAT, or as a possible re- 
placement in selected cases. As a result of some preliminary applications 
of this test, the reviewer is favorably impressed by its potentialities. A 
possible improvement might be the addition of more cards to increase the 
areas to be studied, particularly in the sexual sphere. 


Walt Whitman’s Secret. By BEN ARONIN. 374 pages. Cloth. Argus 
Books. Chicago. 1955. Price $4.50. 

The dust jacket describes Mr. Aronin’s book as a ‘‘deeply moving, inti- 
mate story of our great and uniquely blessed American poet.’’ Admirers of 
the Whitman personality, as distinguished from the Whitman poetry, are 
likely to agree with this, as admirers of Mr. Aronin also may. To this re- 
viewer, it is a smoothly written, over-sentimental apologia, a strange and 
romanticized interpretation, with a defense of what the author seems to con- 
sider Whitman’s bi-sexuality—a defense entered on grounds that psychia- 
try would not consider valid. As for the secret in the title, one may ques- 
tion whether it is a secret or a bit of Whitman’s own romancing that most 
of his biographers flatly disbelieve. Additional fact or even stimulating 
speculation about Whitman’s strange personality is always welcome to the 
student of psychopathology. It must be said regretfully that Mr. Aronin 
contributes neither. 





BOOK REVIEWS 157 


The Search for Bridey Murphy. By Morey Bernstein. 256 pages with 
appendices. Cloth. Doubleday. New York. 1956. Price $3.75. 


Suppose a doctor, about the year 1900, were to have used the then some- 
what discredited medical procedure of hypnotism. He would have been 
confronted by a patient who knew more about it than the physician, for 
the patient would have read George Du Maurier’s Trilby and would have 
known everything to be known about hypnotism, including a great many 
things that were not so. 

Today’s medical hypnotherapist is again in this situation. For if his pa- 
tient is reasonably literate, he will have read Morey Bernstein’s The Search 
for Bridey Murphy, or condensations thereof, or extracts therefrom, or 
discussions thereabout. Psychotherapists would do well to pay some at- 
tention to this best seller. One may call it pseudo-scientific, but it happens 
to be a piece of work that—unlike Couéism or Dianetics or naturopathy or 
chiropractic—it will not do to dismiss unread, with a sneer or a shrug. 

As everybody, or almost everybody, should know by now, The Search for 
Bridey Murphy could be Kipling’s Finest Story in the World, with new 
dramatis personae, and represented as fact. It is a report of hypnotic re- 
gression, with the subject directed to recall events before her birth—and 
the consequent telling under hypnosis of a life story of a century and a 
half ago, a story of which the teller consciously knew nothing. The subject 
is ‘‘Ruth Simmons,’’ a young married woman of Pueblo, Colo. The story 
she relates is that of Bridey Murphy of Cork and Belfast, Ireland, from 
her school days, through her marriage to Brian MacCarthy, to her death 
in old age when she ‘‘just sort of . . . withered away.’’ After death, she 
pictures staying around in an unexciting sort of continuum, finally being 
reborn in Iowa as Ruth Mills—Mrs. Simmons’ maiden name. She also 
gives a flash of another and very brief life in which, as Vera Jamieson, she 
died ‘‘as a baby’’ in ‘‘New Amsterdam.’’ 

There is no need in this review to express an opinion as to whether these 
hypnotic sessions, recorded on tape and now in best-selling book form, are 
the evidence for reincarnation which the author maintains—there are sev- 
eral at least equally plausible alternatives. The point of psychiatric inter- 
est is that, regardless of conclusions, the book and the author are not to 
be dismissed as nonsense with a flip of the hand. Morey Bernstein is neither 
a stage hypnotist nor an ordinary amateur with a hatful of parlor tricks. 
He is described as a successful business man, a university graduate who has 
done postgraduate work, who has studied hypnosis seriously, and who has 
treated patients under medical direction. One may well call this book 
pseudo-science ; but both text and footnotes show familiarity with standard 
scientific work on hypnosis, such as the volumes by Wolberg and LeCron, 
and familiarity with writers in contiguous fields, such as Rhine. One of 
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the appendices is a short, but apparently fair, review of medical hypnosis; 
and the author reports refusal to undertake therapy without medical re- 
ferral. The Search for Bridey Murphy is a frankly partisan book in sup- 
port of a theory which lacks general belief in the western world; but it is 
an honest and carefully-reported book (or a most astonishing facsimile of 
one) ; and it is not impossible to conceive of publication of this material 
without too much revision in a scientific journal—with however many men- 
tal reservations by the editors. Its chief lack is that of independent veri- 
fication and control, and it is fair to say that this lack may be inherent in 
the subject investigated. 

This reviewer suggests that psychotherapists acquaint themselves with 
this work if they do not want their patients to attempt to education them 
in hypnosis. The book can be very impressive to laymen and is likely to be 
so to many nonmedical (and nonpsychological) scientists; and the very se- 
rious objections to which it is obviously open ought to be made on an in- 
formed and serious scientific level. For example, Bernstein pooh-poohs 
the idea that hypnosis is a dangerous procedure. He is surer than many 
professional investigators are that a person cannot be persuaded to perform 
a serious antisocial act under hypnosis, unless he has antisocial impulses 
to begin with. (Since all of us have such impulses, this reviewer sometimes 
wonders why hypnotists stress this point anyway.) And Bernstein does not 
dispose at all satisfactorily of the dangers of hypnosis as an investigative 
procedure—by which a hypnotist-blackmailer, for example, might do tre- 
mendous damage. And—he emphasizes over and over that anybody can 
hypnotize—what about the harm that could be done by a paranoid hypno- 
tist-husband questioning his wife, or a paranoid wife hypnotizing her hus- 
band? 

Hypnosis is a medical procedure that ought to be—though it can’t be— 
confined to medical hands; the medical practitioner whose patients have 
been reading Bridey Murphy would do well to prepare himself with the 
answers. 


Science and Modern Life. By Sir E. Jonn Russe.u. 101 pages. Cloth. 
Philosophical Library. New York. 1955. Price $2.75. 


This short book is based on a lecture which deals with the century-old di- 
lemma of modern science—whether to pursue the truth regardless of conse- 
quences, keep a ‘‘dangerous’’ truth secret, or assume responsibility for the 
social problems brought about by scientific development. The author treats 
a broad field sketchily from atomic research to medical and psychological 
developments. He concludes: ‘‘Science and technology are continually rais- 
ing new social and ethical problems which they cannot answer, but for which 
an answer must be found; more and more it is realized that the solution lies 
in a more effective infusion into our lives of the spirit of Christianity.’’ 
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Medical Psychology. By Pau. Scumper. Translated and edited by 
David Rapaport. 428 pages. Cloth. International Universities Press. 
New York. 1953. Price $7.50. 


This is a valuable book. It is a translation of an early but important 
textbook written by Schilder in 1923. As Rapaport, who was greatly stim- 
ulated by Schilder’s work for over 20 years, states in his lucid foreword, 
“‘The Medizinische Psychologie was meant as an advanced textbook . . . 
Progress of knowledge has neither turned it into a classic nor fossilized it. 
Advances have shown up its weak spots, torn gaps into it, and frayed it; 
but its essential points hold up, and it still remains a pioneering endeavor. 
It speaks at once to the experimental and clinical psychologist, to the clini- 
cal and theoretical psychiatrist and psychoanalyst, and to the clinical and 
research neurologist and neuropsychiatrist—a feat unequalled in the litera- 
ture . . . ‘‘The volume presents a broad selection of experimental and clin- 
ical observations, and their conceptualization. This selection itself, aiming 
at the essential and valid at a time (1923) when the knowledge and con- 
cepts were so new, was most difficult. . . . There is no doubt that the new- 
ness of the task gave free reign to Schilder’s creative ingenuity and insight, 
so that in some ways we have still not quite caught up with what he saw or 
sensed.”’ 

As an early work of Schilder, the book is roughly comparable in outline 
to a modern textbook on general psychology except that it is much more 
penetrating and dynamic. It is divided into five parts, beginning with 
‘‘The Theory of Perception’’ and continuing with ‘‘ Action and Language,’’ 
‘*Memory,’’ ‘‘ Drives, Will, and Action,’’ and ‘‘Ego and Personality.’’ The 
book gains added value with the presentation (in the appendix) of the 
Schilder Memorial Address given by Rapaport in 1951 on ‘‘ Paul Schilder’s 
Contribution to the Theory of Thought-Processes.’’ Another most impor- 
tant feature of this book is Rapaport’s numerous explanatory footnotes, 
which both clarify the text and relate it to current literature in the field 
of clinical psychology, psychiatry, and neurology. 


Murder, Madness and the Law. By Louis H. Conen, M. D. 173 pages. 
Cloth. World Publishing Company. Cleveland. 1952. Price $3.50. 


A good deal of work has been done in the last few years in the way of 
scientific scrutiny of forensic psychiatry, particularly in the case of mur- 
der. Dr. Cohen writes on the same subject for the general public, for the 
people ultimately responsible for the roles both psychiatry and the law 
must play. His cliseussion is unusually clear and direct and can be recom- 
mended without hesitation as basic reading on this subject. Dr. Cohen il- 
lustrates freely from the causes célébres of recent years, and the general 
reader is likely to find higyaccount fascinating. 


JAN.—1956—L 
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Fantasy Drawings. By Cuaim Gross. 116 pages. Cloth. Beechhurst 
Press. New York. 1956. Price $10.00. 


Chaim Gross is a noted sculptor and an accomplished artist in pen-and- 
ink sketching and water colors. Fantasy Drawings presents pictorial ma- 
terial in the pen-and-ink field which adds up to a most peculiar work of art 
and a document of probable importance psychologically. Psychologists and 
psychiatrists alike have devoted much speculation to what is actually shown 
by such projective tests as the Rorschach, the TAT, the H-T-P and free- 
associative drawing. Whatever these tests show, is not the bare uncon- 
scious, though there are huge unconscious elements, and it is not the organ- 
ized conscious ego though the strength and organization of the latter may 
be revealed by them. 

Gross’ fantasy sketches are to be regarded—or at least will be regarded— 
as projective material. In an essay on this, Samuel Atkin, M. D., psycho- 
analyst, calls these drawings ‘‘ pictorial daydreams.’’ Somebody else might 
call them pictorial catharsis of nightmare fantasies, based on personality 
organization and tragic life experience. Dr. Atkin notes that he wrote his 
analysis from the drawings, then learned from the artist that Gross had 
been torn away from his family in World War I at the age of 10 and that 
parents, brothers and sisters were annihilated in World War II. 

The drawings display, some of them in private symbolism, almost fright- 
ening degrees of sadism, masochism and paraphilia. They are full of 
monsters which make Goya’s seem like childlike and friendly spirits. In 
one Gross sketch, one eye sprouts buttocks and lower limbs; the other a 
breast and a leg; the tongue bears a breast and a penis, the latter in appar- 
ent intercourse (or cunnilinctus) with a creature, part donkey, part human; 
the hair is the trunk and limbs of bare and tortured trees; and a clutching 
hand is a cancerous outgrowth on one cheek. In other sketches, Gross wan- 
ders into terrifying places, inhabited by wolves and jackals, cherubim with 
bird beaks, and half-human monsters with hands or serpents’ tails for feet. 
Arms replace legs, and legs arms. Distorted and disfigured creatures, mostly 
female, are impaled with darts, spears and iron fences, and otherwise mu- 
tilated. Members are severed. There are sketches of voyeurism, inter- 
course, masturbation and self-fellatio. One appears to be of defecation. 
The vagina may be toothed, may be a gaping wound, or a surgical incision 
closed with stiches. In sketches involving a wedding, semen is blood; a 
champagne glass catches tears; intercourse is a spear thrust; mirrors and 
an egg are broken; all these drawings show entrapment in pain and terror. 
The elements are put together in ways that only the unconscious could link. 
Some symbolism is well-recognized ; the bridal canopy turns into a spider 
web; but other symbols are frankly the author’s own. 
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Private symbols, of course, are found in schizophrenic art—as are other 
characteristics of these sketehes—Gross, however, knows which symbols are 
private and employs them consciously. The collection is concluded, perhaps 
significantly, by a sketch which is also reproduced on the back dust cover. 
It appears to represent a clothed male figure struggling to break through a 
barrier made by the crossed ankles of a gigantic, prostrate, naked woman, 
with (accidental juxtaposition?) an all-seeing eye above. A flight from sex 
and from the female? 

If this whole production represents daydreams, one can only extend sym- 
pathy to the artist; if, however, it has averted some of the nightmares and 
exorcised some of the demons which the things suggest, he is to be congratu- 
lated on his self-therapeutic achievement. The psychologist and the psy- 
chiatrist should both find this volume worth study for its illumination of 
mood-projective art and for the light it casts on the whole theory of the 
projective techniques. 


How to Succeed in Business Without Really Trying. By SHEPHERD 
Meap. 129 pages. Paper. Ballantine. New York. 1956. Price 35 
cents. 

This is a reprint of a sardonic, slapstick parody of success literature. Like 
all good parody, it is based on more than a little insight into actual business 
precepts and practices. The psychologist may find it both useful and in- 
teresting. It is also good entertainment for the waiting room or for over- 
night guests—and no great financial loss if somebody walks off with it. 


The Nothing Man. By Jim THompson. 224 pages. Paperbound. Dell. 
New York. 1954. Price 25 cents. 


A good suspense story about a man who lost his sex-organs during the 
war, and three murders he did not commit. No pretenses at psychological 
explanations are made; the style is ironical—cynical. However, the jacket 
quotes in a silly manner a statement of Freud’s: ‘‘ Renunciation of pleasure 
has always been very hard to man; he cannot accomplish it without some 
kind of compensation.’’ This gives a truly idiotic impression—as though 
Freud meant that murder is a compensation for loss of sex ability. 


Ideals of Life. By Miuarp E. Everett. 736 pages. Cloth. Wiley. New 
York. 1954. Price $5.00. 

Primarily, this work is an introductory text in ethies. In a rather slow- 
moving, wordy style, the author ranges over a broad territory of ideas, from 
the ancient Greeks to political and ethical theories of the present. He has 
richly documented his commentaries with a diversity of selections from both 
classical and contemporary writings. The general tone of the book tends 
toward a popularization of ethical and political theories. However, the se- 
lections are entertaining and stimulating. 
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The Individual Psychology of Alfred Adler. Heinz L. Ansbacher, 
Ph.D., and Rowena R. Ansbacher, Ph.D., editors. 503 pages with in- 
dex, appendices and introduction by the editors. Cloth. Basie Books. 
New York. 1956. Price $7.50. 


Adlerian theory and methods are by no means dominant in American 
psychiatry, although one would have no difficulty in enumerating successful 
and eminent practitioners. But one suspects that, for the most part, Al- 
fred Adler’s work is most commonly known and appraised from the judg- 
ments of his critics, not his followers. Adlerian, Freudian, neo-Freudian 
and organicist may meet as members of a single hospital staff, even as col- 
leagues on a single treatment team; but it seems doubtful if the non- 
Adlerian either appreciates the important contributions made by Adler to 
both practice and theory, or appreciates fully the fine therapeutic results 
which may be obtained by psychiatrists using Adlerian principles. This 
reviewer doubts, for example, if the Adlerians often get the credit they 
might well claim for contributions to group psychotherapy and for treat- 
ment with multiple psychotherapists. It also seems doubtful if Adlerian 
ideas are credited as much as they should be for contributions outside the 
strict boundaries of Adlerian practice—in general ‘‘eclectic’’ psychotherapy 
and in the tenets of the neo-Freudians and others. As the editors note in 
their introduction to the present volume, it has been suggested with consid- 
erable reason—and by non-Adlerians—that some of the neo-Freudians 
would be better described as neo-Adlerians. 

The volume reviewed here is described as the first systematic presenta- 
tion of Adler’s writings; it covers Adler’s work from the early years of his 
association with Freud, through the break with Freud and the development 
of Adler’s own independent school. The viewpoint is necessarily partisan ; 
the Freudian psychoanalyst can take issue on many points of both report- 
ing and interpretation; and there are many questionable implications, such 
as that Freud borrowed, with or without changes of meaning, a number of 
Adler’s concepts—without sufficient credit to Adler. But there is much 
material in the book which is basic to today’s practice in general—Adler’s 
exposition of his theory of organ inferiority, which is one precursor of mod- 
ern psychosomatic medicine, for one example; his important and provoca- 
tive discussion of overeompensation, for a second. 

The excerpts from Adler’s own writings are arranged by topics, and, 
within the topical framework, more or less chronologically. There are dis- 
cussions and interpretations by other writers on a number of points where 
fuller exposition than Adler’s text seems indicated; and the remarks by 
the editors themselves are illuminating and extensive. The editors are well 
qualified for the task (Heinz Ansbacher is professor of psychology at the 
University of Vermont); and they had the assistance of Alfred Adler’s 





BOOK REVIEWS 163 


daughter and son, Dr. Alexandra Adler and Dr. Kurt A. Adler, both psy- 
chiatrists. The editors’ point of view may be well illustrated by a comment 
on the Adler-Freud controversy which they characterize as ‘‘one of the 
psychology with a soul [Adler’s] against a psychology, where the soul or 
the self was eclipsed.’’ The editors also seem to find—and not surprisingly 
—much more in common in Adlerian, academic and gestalt psychology than 
there is in Freudian psychology and these same schools. 

The Individual Psychology of Alfred Adler fills a need for a comprehen- 
sive and compact presentation of the Adlerian position. The editors note 
that much of the present volume has not been previously available in Eng- 
lish, and that they have retranslated, or corrected previous translations, in 
other cases. The result is a work that the psychiatrist concerned with the 
background and historical development of his specialty—as well as with 
the practices of an important contemporary group—may well find indis- 
pensable. 


Psychiatry and the Law. Paul Hoch, M. D., and Joseph Zubin, Ph.D. 
editors. 232 pages with index and appendix. Cloth. Grune & Strat- 
ton. New York. 1955. Price $5.50. 


Psychiatry and the Law is made up of papers at the forty-third annual 
meeting of the American Psychopathological Association in New York City 
in 1953, all bearing on various aspects of psychiatric contact with legal the- 
ory or legal machinery. There are two discussions of criminal responsibility 
which should be of particular interest to psychiatrists involved in forensic 
problems, and a discussion of the concept of diminished responsibility, 
which is well established in Scots law. Henry A. Davidson, M. D., and 
Manfred 8S. Guttmacher, M. D., are the two writers on different aspects of 
criminal responsibility, with David Abrahamsen, M. D., diseussing David- 
son’s paper. Diminished responsibility is taken up in a paper by an attor- 
ney, Samuel Polsky, LL.B., Ph.D., and discussed by Nathan Roth, M. D. 

Of more than ordinary interest, is an article on pseudopsychopathie 
schizophrenia by Samuel Dunaif, M. D., and Paul Hoch, M. D.; it presents 
the symptomatology and criteria for diagnosis, besides a number of case 
histories, illustrating a concept that seems to be of particular value in in- 
stitutions for criminals and delinquents. 

Because of its authoritative coverage of an unusually wide area where 
the fields of psychiatry and the law overlap, this volume should be of econ- 
siderable general reference use; and the specialist in forensic psychiatry 
may find it indispensable. It is dedicated, with a short and moving me- 
morial note by Dr. Hoch, to Clarence P. Oberndorf, M. D., who was presi- 
dent of the American Psychopathological Association in 1953 and died the 
following year. 
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Psychology of Pastoral Care. By Pau. E. JoHNSON. 330 pages. Cloth. 
Abingdon-Cokesbury. Nashville, Tenn. 1953. Price $4.75. 


The training of clergymen in the art of counseling and in psychology has 
become an important subject; and it should be, if ministers are to practice 
a form of psychotherapy. 

Dr. Johnson writes clearly and expresses a liberal viewpoint. He does 
not hesitate to point out the deficiencies in pastoral care, and he ventures to 
give possible solutions. He believes that ‘‘The need for the pastor has never 
been greater than now, but to meet this need more skillful services and 
deeper understanding are required to heal the soul. . . . To be a good 
pastor was never so difficult, for new conditions demand new knowledge 
and skill.’ He recommends the interpersonal type of psychology and pro- 
jects the pastor himself into such a setting. 

After exploring this interpersonal psychology, the author describes dy- 
namie perspectives of psychology and religion, the need for empathy and 
the understanding of emotional responsibilities, the value of honest con- 
fession with its tendency to relieve the burden of guilt. He describes and 
analyzes the responsibilities of the pastor in respect to marriage, parent- 
hood, advancing age, sickness, death and the needs of families in time of 
crisis. 

Finally, he states: ‘‘A psychological understanding is needed of the pas- 
tor himself, as to his resources, his personality, his growth through continu- 
ing education, and the ethical fulfillment of pastoral opportunities. In the 
crucible of pastoral work there will be occasion for the deepening of theo- 
logical insight and the interpersonal reinforcement of religious motivation 
through the discovery and communication of enlarging faith in the ulti- 
mate community of persons human and divine.”’ 


Narcissus. By Grace Stuart. 162 pages. Cloth. Macmillan. New 
York. 1956. Price $3.50. 


This is a confusing review of the theory of narcissism concentrating in a 
rather one-sided selection (and disregarding important contributions) on 
the tragie aspects of the myth. 

The conclusion (partly along Klein’s and Fairbairn’s lines) reads: ‘‘ As 
the loving disposition is the natural outeome of a loving relationship, so is 
narcissism the un-natural result of a frustrating and rejecting one. And 
we can, therefore, no longer accept, as we saw Freud to have accepted, the 
idea of a primary narcissistic state, but must look upon narcissism as sec- 
ondary only, as a development, a perversion, of the personality, emotionally 
made and not emotionally given.’’ This optimistic theory completely ne- 
glects masochistic vicissitudes. 
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Understanding the Japanese Mind. By James CLARK Mooney, M. D. 
xviii and 252 pages. Cloth. Philosophical Library. New York. 1954. 
Price $3.50. 


The author of Understanding the Japanese Mind is a psychoanalyst who 
in preparing this book borrowed freely from anthropology, history, sociol- 
ogy, and religion. Dr. Moloney feels that the Japanese people are ‘‘en- 
tirely reasonable, understandable, and predictable when one fully under- 
stands the restrictions which have been placed upon their behavior, indi- 
vidual and collective, by the traditions of the ages.’’ He writes with insight 
on Japanese conformity, child training in Japan, and the psychodynamics 
of Japanese hate-dispersal, and writes at length about the psychoanalytic 
movement in Japan. 

The author’s efforts to state his scientifie views frankly and directly are 
commendable ; they fall far short of full validity, however, and at times are 
merely opinions without substantiation. This reviewer feels that many of 
his ‘‘findings’’ are eandid impressions, documented but sparsely with quo- 
tations supporting only his own views. The author concludes this book 
with interesting chapters on psychoanalytic therapy and treatment tech- 
niques in Japan, and states that the Japanese brand of psychoanalysis aims 
at reinforcing pressures toward categorical and arbitrary conformity, 
whereas our western psychoanalysis does not take automatically the atti- 
tude that the patient is always necessarily wrong. 


The Fabulous Originals. By Irving WaiLace. 317 pages. Cloth. Knopf. 
New York. 1956. Price $3.95. 

Irving Wallace has written a series of short sketches on the real-life orig- 
inals of a number of well-known fictional characters—Sherlock Holmes, 
Arabella Dudley, Marie Roget, Robinson Crusoe and others. The book ap- 
pears to reflect the personal literary tastes of the author, and there is room 
for considerable disagreement as to whether he has made the best possible 
selection of characters. 

All medical people will be interested in the notes on the famous Dr. Jo- 
seph Bell, the great surgeon who was the original of Sherlock Holmes. A 
number of the other characters (or their authors) are of a great deal of 
psychological interest. For instance, Mary Rogers, who was Poe’s model for 
Marie Roget, is of some interest in herself, and the less than half-serious sug- 
gestion that Poe himself may have been her murderer may be of more. The 
story of Dumas fils and the real Lady of the Camellias is another of con- 
siderable import. 

Mr. Wallace’s book is something of a pedestrian compilation without 
much evidence of great insight into character and motivation, but it will 
interest anybody who likes to pursue actual event into fiction and speculate 
as to the psychology involved. 
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Genetica Medica. Luigi Gedda, editor. XXIII and 467 pages includ- 
ing author and subject index, with 164 figures and 72 tables. Cloth. 
Publication of the Gregorio Mendel Institute. Vatican Press. Rome. 
May 13, 1954. Price not given. 

This is a publication of the papers presented at the First International 
Symposium on Genetics in Rome, September 6-7, 1953. There are 29 
articles, with 40 authors. An introduction or profile of genetics is given 
by Luigi Gedda. An address by Pope Pius XII, translated from Italian 
into German and English, presents the papal point of view. Short state- 
ments by the president of the Italian Council of Ministers and by C. Foa, 
president of the Society of Human Genetics, are included. 

The book is cloth-bound, is printed on heavy paper, and the illustrations, 
tables and print are up to standard. 

The range of topies includes methodology (serological, biochemical and 
clinical methods for the determinants of specific types of inheritance) and 
paper chromatography for amino acids in the urine. Endocrine subjects 
cover thyroid, pituitary and pancreas. Blood studies include pernicious 
anemia, drepanocytosis, Cooley’s anemia, blood groups and hemolytic dis- 
ease of the newborn. Disturbances of cartilege, long bones, skull, testes, 
kidneys, and heart; and questions of longevity and mental disease are sub- 
jects of some of the papers. 

Fifteen papers are in Italian, seven in German, five in English and two 
in French. Most authors show statistics to substantiate their conclusions. 
All subjects are viewed from the genetic standpoint. Each paper is sum- 
marized in the other three languages. The summaries, however, are very 
brief; and it is necessary to be able to read the four languages to get the 
most from the text. 


A Primer of Freudian Psychology. By Cavin S. Hau. 122 pages. 
Paper. A Mentor Book. New American Library of World Literature, 
No. M. 147. New York. First Printing—October 1955. Price 35 cents. 

This booklet, at a price anybody can afford, certainly presents a clear pic- 
ture of ‘‘Freud’s great discoveries of human behavior.’’ It is an excellent 
literary digest of Freudian writings and gives a systematic presentation of 
the dynamies of personality development and functioning. 

The book would be of assistance to those who are called upon to teach stu- 
dents the principles of psychoanalytical concepts. It is well written, pre- 
sents Freudian psychology in simple and precise form, and should be wel- 
comed by everyone who is eager to understand psychoanalytical dynamic 
psychology, a psychology which has so profoundly and constructively in- 
fluenced present-day clinical psychology, psychiatry, and guidance efforts. 

The book is highly recommended to everybody interested in understand- 
ing the functioning of the human mind. 
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The Devil’s Pretty Daughter. And Other Ozark Folk Tales. Collected 


by Vance Randolph. 239 pages. Cloth. Columbia University Press. 
New York. 1955. Price $3.75. 


When the reviewer first met the devil’s offspring, she came from the Rus- 
sian steppes and was the dragon’s starveling daughter. She was also the 
accomplished lady with the copper, silver and golden bullets in the Breton 
folk tale. Ages ago she was Media. It would take such a student of sym- 
bolism as the late Géza Réheim to note half her guises. The authentic folk 
tale is something most of us think of as catalogued by the brothers Grimm 
or perhaps retold for children by Andrew Lang and his collaborators. If 
one thinks of its modern survival, he is likely to recall Irish legend and 
stories of the ‘‘little people.’’ But Randolph has found some of the best of 
the legends of the northern peoples, told and retold within the memory of 
living people, by dwellers in the Ozarks. Besides its interest to students of 
folklore, this collection should fascinate any student of the dream or dy- 
namic psychology. 


Margin of Error. By Mary Borpen. 249 pages. Cloth. Longmans, Green. 
New York. 1954. Price $3.50. 


Henry James once wrote that a spinster’s fireside reflections can be bet- 
ter subject matter for a novel than an Indian attack on a caravan. Margin 
of Error is a ‘‘Jamesian’’ novel of excellent quality. It portrays nine pas- 
sengers on a plane headed for Africa. John Fenton, a civil servant, is 
hastening to submerge the story of an extramarital affair which threatens 
his niche in British bureaucracy. Father Michael, a missionary priest, is 
being flown to testify in behalf of an accused murderer. There are several 
politicians and a young boy returning home for Christmas. The writer in- 
sinuates herself into the perceptual fields of each. Her characters are well 
delineated and convincingly drawn. 


The author displays an extensive knowledge of motivations and social 
forces. Her prose is honest and moving. Her previous novel, You, the 


Jury, was a Book of the Month Club selection and this one deserves equal 
recognition. 


Ward N-1. By JoHn Waite. 187 pages. Cloth. Wyn. New York. 1955. 
Price $3.00. 


An excellent description is given here of the thoughts and feelings of a 
dipsomaniac journalist, confined for a few days to an alcoholic ward. No 


attempt at clarifying the psychodynamics is made. As simple description, 
the book is of value. 
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The Guilty Mind. Psychiatry and the Law of Homicide. By JouHn 
Bicas, Jr. 236 pages. Cloth. Harcourt, Brace. New York. 1955. 
Price $4.50. 


The Guilty Mind is based on a distinguished series of Isaac Ray Lectures. 
John Biggs, Jr., is chief judge of the Third Judicial Cireuit of the United 
States and his lectures were the first Isaac Ray addresses to be given by a 
man with a legal background. Preceding lecturers were Winfred Overhol- 
ser, M. D., and Gregory Zilboorg, M. D. 

Judge Biggs’ book is not the sort that psychiatrists expect from a jurist. 
From the psychiatrists’ point of view it is a most enlightened and sympa- 
thetic discussion; and, could law and psychiatry approach their problems 
in Judge Biggs’ spirit, many distressing issues which now plague the com- 
bined disciplines might soon be settled. Judge Biggs traces, in an enlight- 
ening historical discussion, the relationship between law and the beginnings 
of psychiatry from pre-historic to modern times. He then takes up the 
M’Naghten rules and modern substitutes and modifications which concern 
‘*responsibility’’ for criminal acts. The emphasis here is on murder and 
on the general problem of punishing or treating the convicted criminal. 
He says: ‘‘We are obsessed with ‘guilt’ and the theory of the ‘guilty 
mind.’ ’’ Judge Biggs believes that British law and most American law 
have lagged behind civilized codes in general in the treatment of persons 
who commit crimes during ‘‘serious states of mental disorder.’’ He urges 
that psychiatrists should be permitted to testify fully to all relevant facts 
and not be confined to attempts to answer such unrealistic and artifical 
questions as whether an accused person knew the difference between right 
and wrong or knew the nature of the act he was committing. 

Judge Biggs not only expresses a point of view which the psychiatric dis- 
cipline ean thoroughly applaud, but his lectures are a very fine introduc- 
tion to the whole subject of forensic psychiatry. Not only psychiatrists who 
may be called upon for court testimony, but all students of the subject as 
well, should find this book of value and interest. Judge Biggs is not a pessi- 
mist. He believes progress is being made. Noting the threat of A-bomb 
and H-bomb warfare, he says, ‘‘If mankind survives into a new and glori- 
ous era—which will arrive with survival—who knows but that even we law- 
yers and judges may revise and reform our concepts. May we establish 
laws based on man’s inherent godliness, and set our benches in the cosmos!’’ 


Juvenile Delinquency. Charles Preston, editor. Unpaged. Paper. Dell. 
New York. 1956. Price 25 cents. 


Charles Preston’s Juvenile Delinquency is a most cheerful book with a 
depressing title. It is a collection of kid cartoons, most of them less veno- 
mous and more sophisticated psychologically than is usual. 
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The Three Trials of Oscar Wilde. H. Montgomery Hyde, editor. 384 
pages. Cloth. University Books. New York. 1956. Price $5.00. 

The Three Trials of Oscar Wilde was first published in England in 1948 
and has since been reprinted there three times; this is the first American 
edition. The book stands as one of the Notable British Trials series. It is 
arranged with a long and comprehensive introduction by the editor, tables 
of dates, trial transcripts and relevant appendices. It is identical in all 
these respects to the volumes bearing the Notable British Trials series name. 
In its American edition, however, there is no mention of that famous series 
except in Sir Travers Humphreys’ foreword. The format and binding are 
altogether different. 

The legal misadventures of Oscar Wilde are, of course, of the greatest in- 
terest to students of forensic psychiatry and to psychopathologists in gen- 
eral. The introduction and the appendices give factual accounts—though 
little is offered in the way of motivation—of the outline of Wilde’s perver- 
sion, the events leading up to his trial and the years following it. 

It is well known that Oscar Wilde, branded as a sodomite by the Mar- 
quess of Queensbury, was prevailed upon, by Lord Alfred Douglas, the 
Marquess’ son, to sue him for criminal libel. The jury returned a directed 
verdict of not guity for the marquess and, as the editor puts it, ‘‘also 
found that the libel was true and that it was published for the public ben- 
efit.’’ Wilde thereupon was arrested on a charge of committing indecent 
acts; the jury disagreed when he was first brought to trial, and he was con- 
victed on re-trial. The Three Trials of Oscar Wilde gives as full an account 
as the ordinary student could wish of the most celebrated case of this kind 
in history. The appendices contain some valuable additional information, 
including notes on Lord Alfred Douglas’ later life and a discussion of 
Wilde’s family background. Appendix F is a short and illuminating dis- 
eussion of the history of male homosexuality in England. The entire book 
is worth the attention, not only of the specialist, but of the social scientist 
in general. 


The Historical Roots of Learning Theory. By Horace B. ENG.isH. 


21 pages. Paper (pamphlet). Doubleday. New York. 1954. Price 
65 cents. 


In semi-textbook, outline fashion, Horace B. English deals with The His- 
torical Roots of Learning Theory in a pamphlet in the series of ‘‘ Doubleday 
Papers in Psychology.’’ Dr. English writes with the understanding and 
knowledge to be expected on the roots of contemporary learning theory, and 
provides information in non-technical language on how we learn. Even the 
specialist in psychology can gain a newer view from the author’s approach. 
The pamphlet would be enhanced by an index, or at least a bibliographical 
listing. 
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Homeopathic Treatment of Psychic Troubles and Character Dis- 
orders. (Traitement homéopathique des Troubles du Psychisme et 
du Caractére.) By J. M. Kamer. 230 pages including cross-index. 
Paper. Doin. Paris. 1955. Price 1,325 fr. 


An extraordinary book indeed! One suddenly is transported into a world 
of reflection and learned graceful discussions, away from the busy doc- 
tor’s offices where ‘‘time is sold.’’ One ean refresh his memory or learn 
anew that agitation responds therapeutically to chamomilla, although, if 
eonnected with fever (agitation febrile), Lilium tigrinum is to be pre- 
ferred. A capricious, scrofulous child possibly might benefit from Rheum 
officional. One is assured that manque de confiance en soi (lack of self- 
confidence) is treated beneficially with aurum metallicum. And why not? 
Crocus and Veratrum album are highly recommended in the treatment of 
hysterical pregnancy (grossesse nerveuse) and ambra grisea, Gelsemium 
and nux vomica are apparently excellent in a case of sleeplessness due to 
mental rumination (insomie par rumination mentale). Palladium (!) helps 
if someone has a troubling desire to shine in society (désir de briller en 
société). 

Dreams—of course—have to be treated very individually, therefore we 
learn that the dream of fecal incontinence naturally has to be treated with 
aloe or psorinum. Lascivious dreams, however, respond to a wide variety 
of drugs reaching from plumbum and bismuth to carbolic acid and Canna- 
bis indica, Lachesis and sarsaparilla, while dreaming of serpents is treated 
by argentum nitriecum or lac caninum. The reviewer feels there may again 
come a time when we shall have to dig into the homeopathic treatment of 
individual symptoms—when we have learned everything that there is to 
know about the troubled mind—but he fears he will never see it. 


The Natural Man. By C.Larence Leusa. 70 pages. Paper (pamphlet). 
Doubleday. New York. 1954. Price 95 cents. 


Clarence Leuba deals with brilliance on anthropological and psychologi- 
eal aspects of The Natural Man in one of the series of ‘‘Doubleday Papers in 


>? 


Psychology.’’ He traces the concept of ‘‘the natural man’’ from the data 
of wild children in India and other cases, to chimpanzees, and then to non- 
literate people—their varieties of cultures, child care, child development, 
sexual behavior and marriage, attitudes, and religious beliefs and prac- 
tices. The author includes suggested readings on each topic he analyzes 
succinctly ; and the index adds considerably to the value of this pamphlet. 
This paper is scientific, sufficiently complete, highly readable, soundly in- 
formative, and based on intelligent research. 
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Fifty Years of Medicine. By Lorp Horper, G. C. V. O., M. D., F. R. 
C. P. 70 pages including index of subjects. Cloth. Philosophical Li- 
brary. New York. 1954. Price $2.50. 

Lord Horder, the great British physician, looks back, in a brilliant con- 
versational manner, on the achievements of medicine in all its fields during 
the last 50 years in which he played such an integral part. Intermingled 
with personal anecdotes, reflecting as only a ‘‘Britisher’’ can, on his coun- 
try’s ways and means of tackling present-day problems, it is delightful 
reading, deserving the attention of all of us. 

The great medical stateman’s criticism of the National Health Service is 
very timely and cannot be quoted often enough: ‘‘The new scheme was 
based primarily upon the hospital and not upon the family physician—the 
G. P. as we call him. The planners forgot the dictum of Sir George New- 
man, that ‘The foundation of a medical service is the G. P. If he is com- 
petent, it is the first surety of success; if he is ineffective or ill equipped, it 
must fail.’ The public was led to believe that the hospital was the apothe- 
osis of medical care, whereas there is, of course, no apotheosis of medical 
eare. There is a synthesis of medical care, which is the integration of the 
several functions of the family doctor, the hospital services and the work 
of the consultant-specialist group. This integration, when effective, is a 
natural process and can only be brought about by development within the 
profession ; it cannot be dictated by the State.’’ Three of Lord Horder’s 
own activities ‘‘which not infrequently seem to make an appeal to the more 
facetious side of some folks’ nature—in after-dinner speeches for example’’ 
may be mentioned: birth control, noise abatement and cremation. 

Lord Horder’s publications, the great well-known ones as well as this little 
book, are classical giants in the forest of medical works. Fifty Years of 
Medicine should not be missed by any connoisseur of medical writing. 


The Psychiatry of the Endocrine Diseases. (Endokrinologische Psy- 
chiatrie.) By M. BLEuLEr, Professor of Psychiatry in Zurich. With 
a contribution by R. Hess. Cloth. XII and 498 pages including bibli- 
ography (81 pages), register of authors (37 pages), subject index, and 
30 pictures. Georg Thieme Verlag. (Intercontinental Medical Book 
Corporation, New York 16.) Stuttgart. 1954. Price DM 46.50. 

A textbook of endocrine psychiatry by Manfred Bleuler does not require 
any introduction or recommendation. It is a well of information, not found 
anywhere else in such detailed, basic and classical presentation. It is a 
handbook of endocrine diseases, written by a great teacher, and is, in addi- 
tion, a reference book on the major psychoses in their relation to hormonal 
disorders, presented by an outstanding psychiatrist. It is the companion 
text to Eugen Bleuler’s Dementia Precor. One waits impatiently for an 
English edition. 
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Language, Thought, and Reality. Selected Writings of Benjamin Lee 
Whorf. 278 pages. Cloth. Co-published by Wiley, New York; and 
the Technology Press, M. I. T., Cambridge. 1956. Price $7.00. 


Benjamin Whorf’s book is a volume covering work in the large and 
doubtful territory that stretches from psychology to semantics through lin- 
guistics to archeology. It is a compilation of short essays and scientific dis- 
cussions, most of which concern the linguistic instruments with which men 
do their thinking. Korzybski contributed much-needed emphasis in our day 
to the ancient truth that the word is not the thing that it is intended to 
represent. Whorf goes into comparative linguistics to show also that the 
word in Language 1 is not the word in Language 2, although both are sup- 
posed to represent the same thing. That is, one word does not translate the 
other. One sentence may not translate another. Outside the area of what 
Whorf called standard European languages, men may have such different 
linguistic ways of representing the same thing that they actually do not say 
—or think—the same thing. 

All this is pretty technical stuff and difficult for the scientist who is not 
a linguist to follow. It is, however, certainly fundamental to understand- 
ing human psychology. It is a field which the psychologist dealing with the 
conscious or the unconscious cannot afford to neglect. Whorf’s book will 
give stimuli for many insights. The theories discussed here—hasically 
Whorf’s own, but certainly greatly influenced by the linguist, Edward 
Sapir—have been publicized for some time, principally by the General Se- 
manticists who have given due credit to Whorf for their development. Here 
they are brilliantly set forth with striking illustrations from the Hopi and 
other American Indian languages. It is one thing to accept intellectually 
the differences in outlook caused by differences in the ways of seeing the 
world and another to gain the insight into the processes that the examples 
and diagrams of this book afford. 

The student of psychology and the mental hygienist will find the author 
himself of interest. This work is posthumous; he died in 1941. He was one 
of a small and extraordinary group, a successful amateur of science. A 
graduate of Massachusetts Institute of Technology, an engineer and not a 
professional linguist, a man whose working hours were devoted to the fire 
prevention aspect of the insurance business, Whorf pursued linguistics and 
archeology for the love of those subjects. He did ‘‘spare time’’ graduate 
work in American Indian languages under Professor Edward Sapir—but 
not for a degree; he had some fellowship and other assistance for field work 
and research; and his company was generous with leaves to permit such 
undertakings; but his living was made in the ordinary business world; his 
scientific interests were followed as spare time, vacation and ‘‘leave of ab- 
sence’’ pursuits. Except for a limited field in astronomy, where amateur 





BOOK REVIEWS 173 


work is organized as a fundamental contribution to general research, reec- 
ognized success in an avocational scientific field is so unusual today as to 
command psychological interest—to say nothing of its importance as an 
inspiration and example for mental hygiene. Whorf’s achievements were 
recognized, and his work, although still controversial in some aspects, has 
been accepted as an original and valuable contribution to the psychological, 
linguistic and archeological fields. 


Music and Your Emotions. By Emu. A. Gutrueu, M. D., and others. 
128 pages. Paper. Liveright. New York. 1952. Price $2.00, paper ; 
$3.00, cloth. 


Music and Your Emotions is a valuable little book to which far too little 
attention has been paid. It covers research objectives and makes note of 
some actual research carried on by encouragement of the Music Therapy 
Foundation. In particular, it makes note of the studies of Alexander Ca- 
purso, Ph. D., on the tabulation of music by mood categories and of the 
work of Professor Raymond B. Cattell at the University of Illinois in in- 
vestigating the relationship between musical preference and personality. 
These projects have been reported in musical and psychological journals, 
neither of which are readily accessible to the psychiatric profession. 

Music therapy is a subject about which there has been a great deal of 
writing of very little significance. This short book is, as far as it goes, sig- 


nicant. Anybody who plans research or experiment in music therapy would 
do well to study it. 


The Presbyterian Hospital and the Columbia-Presbyterian Medical 
Center, 1868-1943. By Avsert R. Lams, M. D. 495 pages including 
index. Cloth. Columbia University Press. New York. 1955. Price 
$8.75. 


Dr. Lamb writes a valuable and authoritative account of the history of 
Presbyterian Hospital, the establishment of the great Columbia-Presbyte- 
rian Medical Center in 1929 and its history through 1943. This is an excel- 
lent book for the practitioner, the administrator, and the nurse. The index 
is a convenient reference to many of the important personalities and some 
of the important developments in American medicine in the last three- 
quarters of a century. The psychiatrist in state service will miss reference 
to the Psychiatric Institute and its connection with the Medical Center. The 
only mention of it this reviewer found was its title, indicating a number 
on a ground plan. The history of this sort of connection is, of course, not 
the purpose of Dr. Lamb’s book, but it could well have added wider interest 
to it. 
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Basic Problems in Psychiatry. Joseph Wortis, M. D., editor. 186 
pages. Cloth. Grune & Stratton. New York. 1953. Price $4.50. 


This volume contains six papers by psychiatrists and psychologists, five 
of whom participated in a lecture series at the Jewish Hospital of Brook- 
lyn. There also are introductory and concluding comments by the editor, 
Joseph Wortis. In the body of the book, Benjamin Pasamanick attempts 
to delineate the field of psychiatry by utilizing the concept of levels of in- 
tegration as first introduced by A. B. Novikoff; W. Horsley Gantt dis- 
eusses the conditioned reflex; Herbert G. Birch emphasizes the importance 
of cultural factors in shaping man’s character and personality ; Cynthia P. 
Deutsch writes on ‘‘The Validity of Mental Testing’’; Paul H. Hoch pre- 
sents an overview of psychiatric schools which, for the most part, centers 
about the psychoanalytically-oriented schools; and, finally, Irving Bieber 
offers his views on the psychosomatic symptom—which is conceived as the 
somatic expression of protective reactions to injury or anticipation of in- 
jury. 

The scope of this volume is much too broad to present an integrated or 
even consistent picture of the basic problems of psychiatry. However, it 
does offer the reader a good deal of information about the interdisciplinary 
problems of human nature. And, although much of the information pre- 
sented consists of a cursory review of well-known facts and theories, the 
book also contains some provocative and original elements which may be of 
interest to psychiatrists and social scientists alike. 


Science and Man’s Behavior. By Trigant Burrow. 564 pages. Cloth. 
Philosophical Library. New York. 1953. Price $6.00. 


‘*The chief mission of the present book,’’ the author states, ‘‘is to nour- 
ish interest and sympathy in the science of human behavior which I have 
ealled phylobiology. It is to imbue in students a sense of how acceptable 
to what is most constructive and fulfilling in man’s feeling and thinking, 
is a thesis that sets free, that gives fullest rein to the inherent capacity of 
the human organism.”’ 

Dr. Burrow holds that man is in urgent need of adopting an objective, 
inclusive attitude in respect to behavior disorders, individual and social. 
Considering that the establishment of such principles was a task for the 
community of mankind, and that scientists should play a leading role, Dr. 
Burrow enlisted the aid of 29 outstanding men in various fields of science 
and submitted to them certain chapters of his book before publication. 

Dr. Burrow makes a sweeping indictment of current behavioral inter- 
pretations, feeling that there should be a turn from ideology to physiology 
to analyze the internal patterns of tension and stress which underlie dis- 
ordered human behavior. 
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ested in a wide range of social sciences, and, besides membership in the 
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usual general and specialized medical associations, he is a member of nu- 
merous societies in fields related to medicine. Dr. Mettler is married and 
has two children. 


NORMAN KUGELMASS. Norman Kugelmass received his B. A. in 
October 1953 from the College of the City of New York. Before his entry 
into the Army of the United States, where he is now doing military service, 
he was a research assistant in the department of psychology of the New 
York State Psychiatric Institute. 


ARTHUR M. BLOOD, M.D. Dr. Blood is a staff member in the depart- 
ment of neurology and psychiatry of the Ochsner Clinie, New Orleans, La. 
He is a graduate of Emory University, School of Medicine. He received 
his psychiatric training at the Ochsner Clinic, at the Veterans Hospital in 
North Little Rock, Ark., the Child Guidance Clinie of Washington Univer- 
sity in St. Louis and the Mayo Clinic. [lis work now consists of psychiatric 
consultation and treatment at the Ochsner Clinic and Foundation Hospital. 


SURGIS A. KOROLJOW, M. D. Dr. Koroljkow is a graduate of the 


Medical Institute of Odessa, Russia. After an internship he practised med- 
icine in Russia and in several other European countries and was also en- 
gaged in biochemical research. He has been on the staff of Marcy (N. Y.) 
State Hospital since 1947 and is now a supervising psychiatrist there. He 
is a member of the American Psychiatrie Association and other professional 
societies and was co-author of a report on emotional reactions and peri- 
pheral blood cireulation published in this QUARTERLY in 1955. 
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QUARTERLY TO PUBLISH FREUD CENTENARY ISSUE 
IN OCTOBER 


The October 1956 issue of THE PsycHIATRC QUARTERLY will be published 
as a memorial to Sigmund Freud, as one of numerous observances through- 
out the world in honor of the centenary of his birth. The editors hope to 
present a representative selection of psychoanalytic papers besides more 
general scientific material illustrative of Freud’s influence in a wider field. 

Suggestions as to content or proposals for contributions will be welcomed ; 
and communications should be addressed to Newton Bigelow, M. D., editor, 
THE PSYCHIATRIC QUARTERLY, 1213 Court Street, Utica 2, N. Y. 


THE QUARTERLY’s special issue will be only a part of the New York State 
Department of Mental Hygiene’s observance. The New York State Psy- 
chiatric Institute has already conducted an exhibition of part of the mate- 
rial in its library’s Freud Memorial Room—the first such exhibition for the 
year. The memorial room contains a large part of Freud’s library; and 
the exhibits included holograph manuscripts, letters, photographs, and 
translations of Freud’s work into 14 languages. 

The American Psychoanalytic Association is sponsoring another—and 
very comprehensive—exhibit in connection with its annual meeting in Chi- 
eago, starting April 27. It is to remain there, intact, for the convening of 
the American Psychiatrie Association, and, following that meeting, is to be 
presented in New York City at the New York Academy of Medicine. 

Ernest Jones, M. D., is the honor guest of the association; his address, 
‘‘Our Attitude Towards Greatness,’’ and his address to a joint session of 
the American Psychoanalytic and American Psychiatrie associations are to 
be published in Sigmund Freud: Four Centenary Addresses, ali by Dr. 
Jones, by Basie Books. Another memorial volume will be Freud: A Cen- 
tenary Tribute, to be edited by Heinz Hartmann, M. D., and published by 
International Universities Press. 

The American Psychoanalytic Association exhibit comprises four see- 
tions: books and original manuscripts ; documentary material from the Sig- 
mund Freud Archives; photographs; and original works of art. The books 
will include a selection arranged according to the various fields of Freud’s 
scientific interests from neurology to the interpretation of dreams, to an- 
thropology and mythology, with material showing translations into at least 
25 languages. The archive selections include original manuscript pages, 
documents concerning his professional life, a page from his account book, 
and a sample of his ‘‘doodlings.’’ There are well over 100 photographs in 
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the photograph section; and nearly all of Freud’s portraits in sculpture, 
painting, sketching and etching are said to have been collected for the art 
exhibit. 

Besides affording space for the psychoanalytic association exhibit, the 
New York Academy of Medicine is itself one of the numerous organizations 
to take part in the Freud centenary, with observances scheduled for April, 
and with Commissioner Paul Hoch, M. D., of the New York State Depart- 
ment of Mental Hygiene presiding at the special scientific session. 
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A NOTE CONCERNING THE APTO 


The Association for Psychiatrie Treatment of Offenders, the New York 
City organization concerning whose activities and methods Philip Mertz, 
M. D., wrote in a paper, ‘‘The Psychiatrie Treatment of Offenders,’’ in this 
QUARTERLY, has asked this journal to correct an omission. Dr. Mertz’ pa- 
per, published in Volume 29, No. 2, April 1955, failed to mention that 
Wladimir G. Eliasberg, M. D., of New York City was president of APTO 
at the time of publication. The association has asked that a note be made 
to straighten out the record. 
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WOODWARD HEADS AMERICAN ORTHOPSYCHIATRIC 
ASSOCIATION 


Luther E. Woodward, Ph.D., New York State Department of Mental Hy- 
giene scientific worker, is the new president of the American Orthopsychi- 
atric Association. Senior community mental health representative for the 
department, he sueceeds Exie E. Welsch, M. D., as association head. Presi- 
dent-elect for 1956-1957 is Reginald S. Lourie, M. D., director of the de- 
partment of psychiatry of Children’s Hospital, Washington, D. C. The 
association’s thirty-third annual meeting is in March. 
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ROBERT LINDNER, Ph.D., HYPNOANALYST, IS DEAD 


Robert Lindner, Ph.D., clinical psychologist, widely known as a writer 
and practitioner of hypnoanalysis, died of a heart ailment in Baltimore on 
February 28, 1956. He was 41 years old. Dr. Lindner, a graduate of Buck- 
nell University, had M. A. and Ph.D. degrees from Cornell. He had served 
in both state and federal medical and corrective agencies and, at the time 
of his death, was in the practice of psychoanalytic psychotherapy in Balti- 
more. Dr. Lindner’s best-known book, Rebel Without a Cause, was a dra- 
matic case history which was made into a motion picture about juvenile de- 
linqueney. Other widely-known writings concerned both clinical material 
and theory. 
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FIRST ARGENTINE CONGRESS TO MEET 


The first Argentine Congress of Psychiatrists has been called for this sum- 
mer. The announcement is issued by an organization-group of which Dr. 
César Ottalagano of Rosario is secretary-general ; and the sessions are sched- 
uled for Buenos Aires on June 5, 6, 7 and 8. 
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EGAS MONIZ, M. D., FIRST LEUCOTOMIST, IS DEAD AT 81 


Egas Moniz, M. D., Portuguese neurologist who originated the technique 
of prefrontal leucotomy, died in Lisbon on December 13, 1955 at the age 
of 81. Dr. Moniz, as widely known as a statesman as he was as a scientist, 
had served as Portugal’s foreign minister and as minister to Spain. In 
1949, he received the Nobel Prize for medicine in recognition of the leucot- 
omy operation. Dr. Moniz traced the idea for prefrontal leucotomy to a 
session of the International Neurological Congress in London in 1935, when 
he thought of the procedure while listening to scientific papers and their 
discussions. He enlisted the assistance of Dr. Almeida Lima in performing 
the first of the operations. 
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DR. BENDER HEADS NEW RESEARCH ORGANIZATION 


Lauretta Bender, M. D., has been named head of a new research unit into 
child psychiatry in the New York State Department of Mental Hygiene. 
Named to the position, with the title of principal research scientist, by 
Commissioner Paul H. Hoch, M. D., Dr. Bender is serving as consultant 
in child psychiatry to the department as a whole, besides heading researches 
into the problems of children and adolescents. A boys’ ward and a girls’ 
ward at Creedmoor State Hospital have been assigned as the nucleus of the 
research program, which will cover diagnosis, care, treatment and follow-up. 

Dr. Bender comes to the New York State department after heading the 
children’s service at Bellevue Hospital, New York City, for 21 years. She 
is the author of four books and a number of published papers on child psy- 
chiatry, including contributions to this QUARTERLY. 
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MENTAL HEALTH WEEK SET FOR APRIL 29 TO MAY 5 


Mental Health Week, the start of the annual campaign for funds to sup- 
port the National Association for Mental Health, is being conducted from 
April 29 to May 5, 1956. It follows the first nationwide observation of 
Medical Education Week and will enlist the financial support of individuals 
and organizations for the mental health work of the national association. 
The campaign inaugurated during Mental Health Week will continue 
throughout the month of May. Governor Harriman is honorary chairman 
for the drive in New York State. 
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MEETINGS AND COURSES ANNOUNCED FOR 1956 


Meetings of the important professional organizations in psychiatry and 
related fields are scheduled in March, April and May, 1956. The 
QUARTERLY has previously made note of the annual meeting of the Amer- 
ican Orthopsychiatrie Association in New York City in March and of the 
American Psychiatrie Association meeting, which opens in Chicago April 
30. The American Psychoanalytic Association also has its annual meeting 
scheduled for Chicago in April, opening April 27. The American Associa- 
tion on Mental Deficiency meets in Richmond, Va., May 1 to May 5. Other 
important meetings not previously reported in THE QUARTERLY include the 
annual meeting of the American Electroencephalographie Society in At- 
lantie City, June 15 to 17, with the annual meeting of the American Neuro- 
logical Association immediately following. 

Workshops in projective methods are scheduled in New York City at the 
New School of Social Research from June 18 to July 7, and in Pacifie Grove, 
Calif., where Bruno Klopfer, Ph.D., will conduct a summer course under 
the joint sponsorship of Claremont Summer Session and Childrens Hos- 
pital, Los Angeles, from July 25 to August 3. What is said to be the first 
training institute of its kind in the world is being conducted from March 
14 to March 17 in New York City by the National Association for Retarded 
Children. The subject of the institute is, ‘‘Evaluation and Treatment of 
the Mentally Retarded Child in Clinies.’’ The Northeast State Govern- 
ments Conference on Mental Health is being conducted in Asbury Park, 
N. J., on March 22 and 23. The University of Chicago will hold its fifth 
annual workshop in Community Human Relations June 23 to July 7. An 
experimental feature will be a three-hour training group session each morn- 
ing. The annual seminar-workshop of the Institute of General Semantics 
will be held at Bard College on the Hudson River near New York City from 
August 17 to September 2. The announcement states that the emphasis of 
the study will be on communications and human relations. The eleventh 
annual meeting and three-day conference of the National Committee on Al- 
eoholism is in New York, March 29, 30 and 31. 
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RAPHAEL GINZBERG, M. D., GERONTOLOGIST, IS DEAD 

Raphael Ginzberg, M. D., widely known for work in the field of gerontol- 
ogy, died of a heart attack in Tomah, Wis., on January 19, 1956 at the age 
of 60. Formerly in private psychiatric practice in New York City, Dr. 
Ginzberg had directed the gerontological unit at the Iowa State Mental 
Institute at Cherokee, and, at the time of his death, was chief of the geri- 
atrics department of the Veterans Administration Hospital at Tomah, Wis. 
He was guest editor of the Journal of the American Geriatrics Society in 
July 1955. 
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ELECTRIC SHOCK INFORMATION SHEET FOR FAMILIES 
DEVISED 


Because of legal difficulties connected with electric shock treatment, and 
a malpractice situation in Washington, D. C., which is described as ‘‘ quite 
acute,’’ an information sheet for family members has been devised by psy- 
chiatrists of that city. The QuarTeRLy has been asked by Isidore Rodis, 
M. D., and Robert H. Groh, M. D., both of Washington, to call the atten- 
tion of readers to this development. The information material, entitled 
‘*Details of Electroshock Therapy,’’ is printed on one side of a letter-size 
sheet. It tells what electric shock therapy is, describes its application and 
immediate effect on the patient, describes hospital and office treatment, dis- 
cusses the possible results of treatment and possible complications, and out- 
lines the responsibilities of family, hospital and doctor toward the treated 
patient. The bottom of the sheet contains an acknowledgment of receipt 
and understanding of the information given, with a line for signature by 
the patient or a responsible relative and one for a witness. This sheet is 
being used in addition to the release ordinarily called for; and the physi- 
cians insist that family members keep a copy for reference. Interested read- 
ers may obtain copies by writing to Dr. Rodis at 2430 Pennsylvania Avenue, 
N. W., Washington 7, D. C., or to Dr. Groh at 1726 M Street, Washington 6, 
D. C. 
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PROFESSOR R. M. YERKES, PRIMATE PSYCHOBIOLOGIST, DIES 


Professor Emeritus Ralph M. Yerkes of Yale, founder of the Yale Labor- 
atories of Primate Biology and internationally-known authority on compara- 
tive psychology, died in New Haven, Conn., on February 3, 1956 at the age 
of 79. Dr. Yerkes was a graduate of Harvard and received his Ph.D. there. 
He had drafted the army’s psychological testing program in 1917 and had 
headed the research information service of the National Research Council, 
besides teaching at Harvard and at the University of Minnesota, before 
joining the Yale Institute of Psychology in 1924. He was professor of psy- 
chobiology when he retired in 1944. He was the author of a number of 
educational and scientific books and of numerous scientific articles. 
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EASTERN PSYCHIATRIC RESEARCH SOCIETY FOUNDED 

The QuARTERLY has been asked to announce the foundation of the East- 
ern Psychiatric Research Association, an organization dedicated to the ini- 
tiation and encouragement of research. The first slate of officers is: David 
Impastato, president; Leo Alexander, vice president; and Theodore R. 
Robie, secretary-treasurer. The association will meet four times a year 
and will sponsor a prize for the best scientific report presented; its trans- 
actions will be published in Diseases of the Nervous System. 
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INTERNATIONAL PARLEY HELD ON CHLORPROMAZINE 


Some 400 psychiatrists from 21 countries, including Europe west of the 
iron curtain, Canada, the United States and Latin America, met in Paris 
on October 20, 21 and 22, 1955 to confer on chlorpromazine and drugs 
affecting the nervous system in psychiatric practice. The session was con- 
ducted under the auspices of the Faculty of Medicine of Paris through the 
clinie for mental and brain disorders and was called on the initiative of 
Professor Jean Delay, who was presiding officer of the symposium. The 
topics discussed included the general one of pharmacology in psychiatry, 
methods of administering chlorpromazine, dosages, duration of improve- 
ment, indications and contraindications. Special discussions were devoted 
to the treatment of chronic psychoses, the use of chlorpromazine in alco- 
holie psychoses and epilepsy, accidents and precautions, the effect on the 
electroencephalogram, neurological and psychophysiological effects, a com- 
parison of chlorpromazine with reserpine, extrapyramidal symptoms, and 
hypotheses concerning the mode of chlorpromazine’s action. A complete 
report of the conference is being published in a special issue of the scientifie 
journal, L’Encéphale. 





NEW BIOMETRICS UNIT SET UP BY NEW YORK STATE 


A new research group to bring biometric methods to bear on psychiatric 
problems has been established in The New York State Psychiatrie Institute 
under the direction of Joseph Zubin, Ph.D., principal research scientist on 
the institute’s staff. The unit, devoted to the mathematical analysis of bio- 
logical data, is set up by direction of Commissioner Paul H. Hoch, M. D., 
and its work—although carried on partly at the institute—is to be centered 
basically in the state hospitals. The unit will work directly with patients 
and their records. 
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MRS. CARL G. JUNG, PSYCHIATRIST, DIES IN SWITZERLAND 


Mrs. Carl G. Jung, wife of the founder of the Jungian school of psychia- 
try and herself a psychiatrist, died at her home in Kuesnacht, Switzerland, 
on November 28, 1955 after a heart attack. She was 73 years old. Mrs. 
Jung had been vice president of the C. G. Jung Institute for psychiatric 
training at Zurich. Besides her husband, she leaves a son, four daughters 
and 19 grandchildren. 
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CASTRO HEADS VENEZUELAN SOCIETY 


The Venezuelean Society for Psychiatry and Neurology has elected Dr. 
Pedro B. Castro president for 1956-1957. New officers were elected at the 
regular meeting of the society on January 4, 1956. 
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LOUIS H. COHEN, M. D., WRITER ON LAW, DIES AT 49 


Louis H. Cohen, M. D., psychiatrist, psychologist and widely-known 
teacher and author on problems of psychiatry and the law, died at his 
home in Hamden, Conn., after a long illness, on December 30, 1955. Dr. 
Cohen held an M. A. in psychology from Yale and a Ph.D. and an M. D. 
from the same university. He had been in medical practice since 1931 
and had taught both psychology and psychiatry. Formerly a teacher of 
psychiatry at Yale, he had been a frequent lecturer there on forensic psy- 
chiatry in the years just before his death. Dr. Cohen was well known to 
the public as author of Murder, Madness and the Law, and he was author 
of a number of scientific articles. 
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DR. STAINBROOK GOES TO SOUTHERN CALIFORNIA 


Edward J. Stainbrook, M. D., chairman of the department of psychiatry 
in the College of Medicine at the State University of New York in Syracuse 
and a widely-known teacher, writer and research worker in eastern psychi- 
atric circles, has been named professor and head of the department of psy- 
chiatry at the University of Southern California Medical School. The ap- 
pointment is effective July 1, 1956. 














A Rorschach Training 
Manual 


By 
James A. Brussel, M. D., Kenneth 8. Hitch, 
and 
Zygmunt A. Piotrowski, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnostics’’ 
by Dr. Brussel and Mr. Hitch, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘*Rorschach Compendium’’ was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price 75 Cents 


STATE HOSPITALS PRESS UTICA 2, N. Y. 














A PSYCHIATRIC WORD BOOK 
A Lexicon of Psychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Sooial Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Seventh Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 


PRICE $1.50 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—Amerioan Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 
By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 
Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Olothbound 1940 360 pages with index 
Price . - : $2.50 


STATE HOSPITALS PRESS 
Utica, N. Y. 
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